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Original Articles. trench life, with all the accompanying hard- 


ships under which the warfare on the Western 


front is conducted, so different from the fight- 

FOR ing in the ‘‘open’’ of other wars, when life led 

U. S. ARMY. in the open air, to a certain extent, may be sup- 

By Epwarp O. Oris, M.D., Boston posed to have counterbalanced other unusual 

. hardships and m which even active tuberculous 

Late Ezamination of the soldiers have maintained their strength and 
fighting ability and even improved. 

NeEvER before in any war or in any army In order to accomplish his object, the Sur- 
have such comprehensive methods for detecting geon-General ordered that all the troops in the 
and eliminating tuberculosis from the fighting then existing armies should receive a special 
force been inaugurated and pursued as are now examination for tuberculosis, and the manage- 
in operation in the U. S. Army. The Surgeon- ment of this truly colossal task was put into 
General with his profound knowledge of and ex- the hands of Col. G. E. Bushnell of the United 
perience in preventive medicine determined, States Army, who had for many years been at 
early in the mobilization of the great army, the head of the United States Army Sanatorium 
that, so far as humanly possible, tuberculosis at Fort Bayard, New Mexico. No more ex- 
should not be a leading factor in incapacitating perienced or efficient man could have been se- 
men, already trained and on the fighting line in lected. 

Europe, from further service. The deplorable’ The problem with the New England National 
losses in the French army from this disease Guard was to examine every single man, 
have been shown by Biggs' after his return cers as well as soldiers, about 30,000 in all, and 
from investigating the subject in France. ‘‘By to complete this examination within about two 
the end of December, 1915,’’ he says, ‘‘86,000 months before the force sailed for Europe. It 
soldiers had been returned to their homes with was done in rather less time. For the purpose 
active tuberculous disease.’’ And ‘‘In Febru- of this examination an officer of the Reserve 
ary of this year it was estimated that about Corps, experienced in tuberculosis work, was 
150,000 had thus been returned, and more are detailed to take charge of the work and under 
constantly being discharged for this cause.’’ him was a number of contract surgeons, some 
In the armies of other warring countries the giving their whole time and some half time, all 
history of France has been repeated to a great- of whom had been selected for their fitness for 
er or less extent, he says, the least so in Eng- the work on account of special experience in 
land and in the Canadian Expeditionary Force. tuberculosis—in hospital, sanatorium or dispen- 
Even with all imaginable precautionary meas- sary. What was required in the examinations 
ures our army is sure to have many losses from can perhaps be best shown by quoting the in- 
tuberculosis, owing to the static conditions in structions given to each examiner: 
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‘‘INsTrRUCTIONS For Prysicar Ex- 
AMINATION OF THE CHEsT.’”” 


‘“‘The subject should be stripped to the waist 
and scrutinized for various developmental de- 
fects of the thorax and if found associated with 
an apparent delicate constitution may consti- 
tute a cause for rejection or discharge even if 
no definite disease is discovered. All that is 
absolutely necessary is to determine the pres- 
ence of a tuberculous lesion of sufficient activ- 
ity to constitute a cause for rejection or dis- 
charge. This can be done in well marked 
eases of active tuberculosis in a few moments. 
To demonstrate the absence of disease in sus- 
Ppicious cases naturally requires a longer time. 

‘‘Auscultation.—The subject is instructed 
to breathe more rapidly and deeply than nor- 
mally, yet avoiding noisy respiration and re- 
laxation of the shoulder muscles as much as 
possible. The examiner standing in front of 
the subject applies the stethoscope to the lower 
axillary region going upward anteriorly com- 
paring points om both sides; note carefully any 
change in breathing sounds from the level of 
the third rib upward. 
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sounds right base, proceeding upward, compar- 


ing symmetrical points on either side. 

‘*Physical Signs—Look especially for (1) 
Harshness and jerky inspiration. (2) Pro- 
longed expiration. (3) Fine crackling rales. 
(4) Feeble breath sounds. (5) The presence 
of any type of rile is cause for a deferred ex- 
amination. (6) Search for enlarged lymphatic 
glands. 

**(a) The question of activity is determined 
by the presence of typical rales; if disseminated 
rales are present the examiner needs to go no 


further to recommend rejection, discharge or Sanatorium, Canada, Dr. Stewart®, who has had 


deferred examination. 

**(b) Deep expiration and cough will be 
necessary to elicit the indeterminate rales. 

**(e) Indeterminate rales in abundance are 
easily heard and are usually cause for rejee- 
tion, discharge or deferred examination. 

**(d) Severe pleural adhesions which bind 
the lung tissue firmly to the thoracic wall is 
eause for rejection or discharge. 


{January 10, 1918 


sufficient activity to constitute a cause of rejec- 
tion or discharge,’ it was also determined that 
every case which exhibited undoubted evidence, 
from the physical examination, of non-active, 
latent or arrested disease should either be rec- 
ommended for discharge, or for further careful 
investigation by other members of the examin- 
ing board. The reason for rejecting non-active 
cases is thus stated by Biggs*: ‘*Any man,”’ 
he says, ‘‘with even a very limited amount of 
pulmonary tuberculosis that is latent or arrest- 
ed, is almost certain to break down under the 
physical strain of military training and army 
life, and a focus of disease previously latent or 
arrested will almost certainly become active.’’ 
This statement seems to the writer to be rather 
extreme; in the first place a ‘‘very limited 
amount of pulmonary tuberculosis’’ is not al- 
ways easy of detection; and, secondly, it has 
been found by many observers that arrested 
eases may bear the strain of military life per- 
fectly well. ‘‘Clinically cured tuberculosis sub- 
jects,’’ says Roepke, quoted by Fishberg*, “‘who 
stand the training well may be sent to the 
front.’’ Fishberg, after citing various Euro- 


pean authorities with regard to the effect of 
‘Examination of Back.—Secure the breath 


military service upon non-active tuberculosis, 
concludes that the facts which he has just cited 
would seem to indicate that military service in 
the field is no more likely to reactivate dormant 
or quiescent tuberculosis lesions ‘‘than any 
other civil occupation requiring muscular ex- 
ertion, walking, exposure to the vicissitudes of 


the weather, ete.’’ Life on the firing line, how- 


ever, under trench conditions, makes far great- 
er demands upon one’s vitality than ‘‘museular 
exertion, walking and exposure to the vicissi- 
tudes of the weather, ete.’’ 

The medical superintendent of the Manitoba 


experience in the care of tuberculous soldiers, 


says, on the other hand, that the war has not in- 
-ereased the number of tuberculous men so much 
as it has stirred latent disease into activity. 
“War, therefore,’’ he continues, ‘‘and the 


training for war, creates the very conditions 


which lead to tuberculosis breakdown. That 


examiner to determine whether a deferred ex- 


amination is advisable. 
discharge should not be made until after a 
eareful deferred examination. 


work of detecting tubereulosis. They will, of 
course, take the same action if they encounter 
conditions in the thorax due to other causes 
which demand discharge, special treatment or a 
deferred examination, but these cases should be 
reported to the camp surgeon with recommen- 
dations. ”’ 

Although it is stated in these instructions, 
“that all that is absolutely necessary is to de- 
termine the presence of a tuberculous lesion of 


A recommendation for 


latent disease subjected to such conditions 


sh 
“(e) It is left entirely to the indivi anal ould in hundreds and thousands of cases flare 


up into activity is only to be expected.’”’ | 
The experience in the British Army is of a 
similar nature. ‘‘A twofold influence is exer- 


-eised by military service on pulmonary tuber- 


, culosis,’’ says Dr. H. Hyslop Thompson,® ‘‘ while 
(£) | Examiners are detailed for the special | the conditions inseparable from active. service 


abroad tend to reactivate the disease in sol- 
diers with latent tuberculous foci or to induce 
an entirely fresh infection, the open-air life, 
physical exercise and ordered routine of mili- 
tary training in this country undoubtedly exer- 
cise a beneficial effect on the health of soldiers 
who have latent pulmonary tuberculosis, or 
who, from inheritance or other causes, are pre- 
disposed to the disease.’’ 

It is also to be remembered that these men 
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of the National Guard were soon to go to the 
front and there was no time to keep them un- 
der observation for any extended period. It 
may be mentioned here that all the men had re- 
ceived at least two previous examinations, one 
when they first enlisted, and the other when 
they were taken over by the national govern- 
ment into the federal service. Some, for one 
reason or another, had received several addi- 
tional examinations. I recall the case of one 
soldier who said he had been examined six times 
previously. It was obviously impossible to ob- 
tain any previous history from the rapidity 
with which the examinations had to be made 
and consequently one had to depend chiefly or 
wholly upon inspection and the physical signs. 
Moreover, one had to work with great celerity 
in order to accomplish such a stupendous task 
as the examination of nearly 30,000 men—the 
exact number being 29,950—in the short space 
available. After a certain amount of training, 
however, in this rapid method of action, the 
‘flying squadron of heart and lungs,’’ as we 
were facetiously called, was enabled to examine 
100 men or more per examiner a day, and with 
a fair degree of accuracy, I believe. Col. Bush- 
nell’ states that in an experimental examination 
of 25 men at Fort Bayard Sanatorium the time 
occupied was 58 minutes, the time for each pa- 
tient varying from one and one-half to two and 
one-half minutes. ‘‘Of course,’’ says Col. 
Bushnell, ‘‘a diagnosis made with such speed 
is more or less of a ‘snap’ diagnosis, and the 
method is not recommended for universal adop- 
tion except as a preliminary examination to se- 
lect cases that may appear doubtful for later 
and more thorough study. Still the results 
were more accurate than had been expected, and 
show, it is thought, unmistakably, that a suffi- 
ciently correct diagnosis to exclude cases of 


manifest and active tuberculosis from the army. 


could be made very quickly.’’ Of course there 
was a certain number of border-line cases or 
suspects upon whom, both in justice to the ex- 
aminer, the service, and the man himself, a defi- 
nite diagnosis could only be made, if made at 
all, by a second or repeated examinations at in- 
tervals after observation. The limited time, 
however, did not permit of an observation pe- 
riod, and the only thing to be done under the 
cireumstances was a consultation over the case 
by several members of the examining board; 
and if three of the number agreed upon a ver- 
dict, the man was passed or rejected, according 
to the decision. If no three men could agree, 
the man was passed. The active cases as evi- 
denced by persistent rales and generally defec- 
tive development, with other corroborative evi- 
dence, were easy of detection and there was no 
doubt as to their rejection except in certain 
eases of acute infection, such as influenza or 
bronchitis. There were, however, surprisingly 
few of patently open active cases. The diagno- 
sis of the non-active, latent or arrested cases, 


BUSTON MEDICAL AND SURGICAL JOURNAL 


35 


the ‘‘old tops,’’ as some one called them, was 
not always so easy; here, the diagnosis had to 
be made mainly from inspection, the quality of 
the resonance and respiration, and the voice 
sounds, with what little history one could ob- 
tain in the limited time. 

Undoubtedly mistakes were made with these 
cases and some were rejected who, upon re- 
examination at intervals, would not have given 
sufficient evidence of any tuberculous infiltra- 
tion or old fibroid condition. I believe, how- 
ever, that such mistakes were few, and all such 
eases had the advantage of an examination by 
several experts, at least three of whom had to 
agree before the final judgment for rejection 
was pronounced. It seemed regrettable to re- 
ject a man who had already been partially 
trained and who was doing his duty without 
apparent discomfort, who appeared to be well 
and robust and who had no symptoms, but the 
assumption was, as has been said above, that 
under the strenuous life and exposure of trench 
work he would break down and the latent or 
a disease become active. Of course there 
was the chance that he would go through all 
right, but it was considered that the chance was 
largely the other way. It would seem sensible 
that some service should be arranged for such 
eases whereby they could be retained in the 
army and the training they had already re- 
ceived be utilized. Klebs* suggests the creation 
of a service for tuberculous subjects otherwise 
fulfilling certain minimal standards, in which 
they could be under observation and yet be 
trained for some of the many occupations in the 
rear of an army which ‘‘modern military prac- 
tice tends more and more to assign to especially 
organized and trained bodies of unarmed men.’’ 
Elliott® also is of the opinion that ‘‘men who 
do not come up to the standard required for 
service in a combatant unit (and among such 
we may include our tuberculous subjects and 
arrested or latent cases) may yet be fit for one 
of the non-combatant services—or may be at- 
tached to the home service in clerical or other 
light duties and relieve a man physically fit for 
overseas. 

In addition- to the rapidity with which the 
examination had to be made there were other 
inconveniences under which the work had to be 
done which added to its arduousness. In the 
first place, all sorts of places had to be utilized 
in which to conduct the examinations—outdoors 
under the trees or in a field or any open space, 
in noisy mess halls, in crowded tents, rarely in 
any place where it was quiet, so that one had 
to become oblivious to extraneous noises and 
hear only the sounds elicited by percussion or 
heard on auscultation—not always an easy thing 
to do. Again, after continuous and rapid 


work for a time, one’s ears became so sensitive 
that it was actually painful to apply the stetho- 
scope to them and one’s head became so weary 
that finally the examination became a sort of 
automatic procedure instead of an intelligent 
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mental process. Experience and_ training, 
however, largely obviated this difficulty. 

Further, one had to watch out for deception. 
The man under examination might be trying to 
get out of or remain in the army, and in conse- 
quence would give false symptoms or mislead- 
ing answers or would wilfully breathe in such a 
way as to make it difficult to interpret the res- 
piratory sound. Such cases, however, were 
comparatively rare. 

As was stated above, most of the men had 
received a general physical examination at least 
twice before; one upon their original entrance 
into the National Guard, and again when they 
entered the federal service, and the thorough- 


ness of these examinations, so far as the lungs 


were concerned, appeared to vary considerably, 
for quite a number of obviously active cases, be- 
yond the incipient stage, had somehow slipped 
through. Probably the eagerness to fill up the 
ranks to the maximum strength had much to do 
with this. 

The effect of the previous occupation was 
strikingly noticeable in many cases; in general, 
the men who had led outdoor lives, like the 
lumbermen of northern Maine, or the farmers 
of Vermont, were a far more rugged set, and 
were almost entirely free from _ tuberculosis, 
while those who had been operatives in mills 
and factories and had led an indoor life were 
far inferior in physical development and af- 
forded many more cases of tuberculosis. Those 
who had used alcohol more or less constantly 
also gave many eases of tuberculosis. The 
many eases of slight acute bronchitis, amount- 
ing to almost an epidemic in some camps, made 
the interpretation of localized rales without 
other evidence difficult if not impossible. Such 
cases, of course, needed interval observations in 
order to arrive at a definite diagnosis, but as 
this was not usually possible under the cireum- 
stances the cases had to be decided upon the 
present condition with such additional evidence 
and previous history as could be obtained in the 
limited time. 

As the greater part of the examinations had 
to be done in camps the employment of the 
x-ray in suspects and doubtful eases was not 
available, nor was the use of tuberculin feasible. 
As regards x-ray examination as the sole criter- 
ion in determining the existence of tuberculosis 
—as I understand was done with one of the 
New York regiments—-I believe that more errors 
in judgment will be made as to rejection or re- 
tention of the subject than when the decision 
is based upon a careful physical examination by 
an experienced expert. As an aid or a decisive 
ns sg in doubtful cases it is of undoubted 
value. 


As to the results, out of 29,950 men exam- 
ined 680 were found to be tubereulous and were 
recommended for discharge, a little over two 
per cent. It is to be remembered, however, that 
the greater number of these were of the non- 


active or latent type. As will be observed, the 
conditions under which this large body of men 
were examined were far from ideal, both on ac- 
count of the limited time at our disposal and the 
often unfavorable circumstances under which 
the work was done. Still I believe that the re- 
sults were substantially correct and that few 
men were discharged cr retained who ought not 
to have been. With one or two exceptions we 
received most courteous treatment and cordial 
co-operation from the commanding staff and the 
regimental surgeons, which rendered our duties 
very much easier. Coincident with our appear- 
ance or just preceding us in some of the camps 
was the psychiatric squadron, so that it would 
not have been strange if the officers had been 
‘somewhat impatient at this succession of exam- 
‘inations and asked ‘‘what next?’’ 

The following is a general suggestive scheme 
for tuberculosis examinations when they can be 
made under more favorable auspices in a per- 
manent camp and with sufficient time for more 
leisurely work and for observation: 

I. So far as possible only experienced ex- 
perts should be employed; the technic of per- 
cussion and auscultation may be learned in an 
intensive course of instruction and more or less 
skill acquired, but judgment in making a cor- 
rect interpretation of signs and symptoms comes 
only from long experience. 

. Only a certain number of examinations 
should be made by the examiner in a day. After 
a period of time—differing with different exam- 
iners—spent continuously in percussion and 
auscultation one becomes mentally weary and 
his ears ‘‘dull of hearing’’ and his judgment 
uncertain. 

III. The place of examination should be 
such that comparative quiet can be maintained ; 
one can make an examination under noisy con- 
ditions, but it is far more exhausting to the 
examiner and a certain amount of accuracy is 
likely to be sacrificed. 

IV. A short history should be-tak@M of each 
soldier, which can be done by an intelligent and 
honest, non-commissioned officer according to 
a prepared schedule of which the following 
questionnaire is an illustration: 

(a) Have you ever had pleurisy, pneumonia, 
typhoid fever, influenza or any severe illness? 

(b) Did you ever spit up blood? 

(ec) Have you been losing weight or strength 
recently ? 

(d) Are you short of breath on exertion? 

(e) Have you a cough, and, if so, how long 
has it lasted? 

(f) Are you subject to colds? 

(g) How is your appetite and digestion? 

(h) Do you use aleohol? 

VY. All suspicious eases should be deferred 
for a second examination and consultation, and 
if then the doubt still exists the subject should 
be kept under observation for a period of time, 
or, if an x-ray outfit is at hand and a com- 
petent technician in charge, an x-ray negative 
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ean be taken. It is a common experience that 
suspicious physical signs upon the first exam- 
ination may at a subsequent examination at an 
interval of a few days be found to have entirely 
disappeared. 

VI. When sputum is obtainable in a suspect- 
ed case it should, of course, be examined, and 
for this purpose a clinical laboratory should be 
at hand as well as for other bacteriological ex- 
aminations. 

VII. All cases with any developmental de- 
fects of the chest, such as rachitis, or with de- 
fective musculature, should receive especial at- 
tention in the examination. 

VIII. In suspicious cases, particularly with 
a pulse above the normal, the temperature 
— be taken at stated periods for several 

ays. 

IX. All acute respiratory infections, such as 
bronchitis, influenza, laryngitis, etc., should be 
kept under observation in the hospital. 

Elliott’® advises that each man should be re- 
examined once in three months as a routine 
measure. And ‘‘a most thorough medical ex- 
amination is essential,’’ he says, ‘‘when he is 
warned for departure overseas.’’ While this 
may not be necessary or possible with a large 
army, and when departures are uncertain and 
often unexpected, at least all cases which for 
any reason aroused suspicion in the former ex- 
amination should be re-examined, at intervals, 
as well as those suffering from any ‘‘ bronchial 
trouble.’’ If ‘‘eternal vigilance is the price of 
liberty,’’ it is equally the price of keeping 
tuberculosis out of the army. 
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THE AFTER-CARE OF THE WAR 
CRIPPLE.* 


By E. A. McCartny, M.D., Fatt River, Mass. 


Tne privilege of addressing you I consider 
not only an honor but a patriotic duty to dis- 
euss with you such an important and timely 
subject as ‘The After-Care of the War 
Cripple.’? The preceding speaker has told you 
what is to be done with the soldier maimed and 
searred, from an industrial standpoint. Allow 
me, if you will, to tell you a few things about 


* Read at the Rhode Island State Conference of Charities and 
Correction, on Oct. 24, 1917. 


the status and purpose of the orthopedic surgeon 
in this conflict. 

In order that there should not be any mis- 
understanding, it perhaps would be the proper 
thing to define the word, ‘‘Orthopedic,’’ for we 
have been called, by the laity, many beautiful 
and sacred names. We have been called the 
bone doctor, the foot doctor, the toe doctor; and 
one woman, who called at my office, eagerly in- 
quired if I was the toe-nail doctor. According 
to Col. Sir Robert Jones, who, in the opinion of 
orthopedic surgeons, is probably one of the 
greatest in the world, the misspelling of the 
word, ‘‘Orthopedic’’ is probably responsible for 
the wrong understanding of its service. The 
fact that in America the word is spelled o-r-t-h- 
0-p-e-d-i-c leads many to believe that the 
p-e-d is derived from the Latin word, pes, 
meaning foot, and therefore it is a common 
error that this specialty deals with disorders of 
the feet. The word ‘‘Orthopedic,’’ properly 
spelled, is as follows: 0-r-t-h-o-p-a-e-d-i-c, and it 
is derived from the two Greek words, <ép60s 
meaning ‘‘straight,’’ and acdéov, meaning ‘‘a 
little child.’’ It was originally intended to in- 
dicate that orthopedic surgery has to deal with 
the straightening of deformed children. 

In the last three years’ war, the experience 
of our Allies has shown that we must consider 
the soldier, wounded in battle, from a different 
aspect than ever before. In past wars, it was 
the practice, if a man was totally or partially 
unfit for further service to his country, to give 
him a pension and allow him to shift for him- 
self, the nation believing it had done its part 
when this questionable form of charity had 
been provided. The enormity and extent of the 
present conflict has shown that such an attitude 
by any nation toward the disabled soldier would 
lead to an economic catastrophe and almost to 
the destruction of the nation. 

Just think for a moment what the condition 
of Great Britain, with 600,000 crippled soldiers 
for whom no special preparation had _ been 
made at the beginning of the war, would be to- 
day, and in the days to come, if she had not in- 
augurated those marvelous curative workshops 
for the rehabilitation of her disabled soldiers by 
the aid of orthopedic surgery. 

Probably the greatest leader of this particu- 
lar phase of the war has been Col. Sir Robert 
Jones of Liverpool, and through him has grown 


_| up the system in vogue in the British empire by 


which cripples are taught, as soon as possible, 
some form of training whereby they may earn 
either more than they earned before the war or 
very nearly as much. Of course, this depends 
upon the amount and character of the dis- 
ability with which the soldier is afflicted. In 
his very interesting book, under the very modest 
title of ‘‘Notes on Military Orthopediecs,’’ Col. 
Sir Robert Jones tells how, when preliminary 
stages of operative and surgical treatment are 
over, the orthopedic hospital affords a steady 
gradation through massage, exercise, and stim- 
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ulus to productive work which is commenced | those who come across the water will be the 
as an integral part of the treatment as soon as | soldiers who are unfit for further military ser- 
the man can begin to use his limbs at all. In-| vice on account of their disabilities, the ortho. 
dolent and often discontented patients are thus | pedic hospitals in France sending back to the 
converted into happy men who soon begin to | front as many as can go back after treatment. 
feel that they are becoming useful members of | It is also intended in these reconstruction hos- 
society and not mere derelicts. pitals on this side of the water to have them 


The men are given employment in the tools|very completely equipped. They will have 
they understand or an occupation suitable to | orthopedic surgeons especially trained in their 
their disability. For instance, if a man is put line, general surgeons, internists, and all the 
on a machine his mind turns to the work that | different specialists. They will also have a de- 
he is doing and he very soon forgets his disabil-| partment of massage, electricity, and what is 
ity. Those of us who have any imagination at| known as the curative workshop, about which I 
all, and particularly the orthopedic surgeons | have already spoken. 
who have been confronted with the various; In order to conduct properly these hospitals 
propositions arising out of industrial accidents, it will be absolutely necessary that the com- 
eannot fail to appreciate that it is far better munities in which they are established shall 
to keep a man busy at regular, useful and pro- have the strict co-operation and interest of all 
ductive work, rather than at card-playing, industrial establishments situated near or at the 
smoking, or doing other trivialities in a hospital place where the hospital is located. The prob- 
ward. lem of handling these cripples is one requiring 

About a week or so ago, at a meeting of the ingenuity and skill, because on reading many 


Boston Orthopedic Club I listened with a great f the journals of England on this particular 
deal of interest to Maj. E. G. Brackett, who is. line of work, we find that many of the soldiers 
the director of orthopedic surgery in the Med. @o not seem anxious to pursue an industrial 


ical Department of the United States Army in |!ine, preferring a pension and a life of ease and . 
this country; and he outlined the purpose of ‘leness, rather than work. On account of this 
the United States Government in the present. — 
isi ad th t j - 
he wentment dier is entirely cured and educated or trained 


diers. To a great extent, the system in vogue , Py : 
in England is, with a few exceptions, to be. along industrial lines, he is to be kept under 


adopted by this country. It is known that the @7™y discipline and is not to be discharged 


English and our Allies made some very bad ffom the army until he is ready to perform 
mistakes in the beginning, but it is believed by "Sefully such service in civil life as his recon- 
the government medical authorities that they ‘tTucted crippled condition will permit. This 
are now handling the cripple situation with a Precaution upon the part of the Government is 
great deal of skill. It is the purpose of the ""doubtedly a very wise provision. Today in 
government to éstablish in France about 35,000 Civil life we are confronted with this very prob- 
orthopedic beds, divided into units or hospitals lem, and especially in industrial accidents 
of about 2500 beds each; also to construct in Where there is no law to compel a man, crippled 
this country several reconstruction or rehabili- through an industrial accident, to train and to 
tating hospitals in different centers of the coun. b¢ educated as far as possible for some other 
try. These hospitals are to be mainly ortho- form of work. Of course I recognize that the 
pedic in their nature, but will include other State, in making laws of this kind, ean go only 
specialties as well as general medicine and gen- 5°, far before we get to a line where it may be 
eral surgery. It has always been the eonten- Said that the man’s individual freedom is re- 
tion of the orthopedic surgeon, understanding Stricted; and it is not for me to suggest that in- 
deformity as he does and its final result, and “ividual freedom, as a general proposition 
understanding joints, muscles, and nerves in Wich we prize so highly and regard so sacred 
their various functions and abnormalities, that '" this grand democracy of the United States, 
he can forestall some of the terrible deformi- Shall be substituted by methods which have 
ties resulting from injury, provided he is on the, ™ade the German Empire of today the greatest 
ground or near the place where the injury takes ®Utoeracy in the world. | 
place, to direct the methods of treatment which| _! am not here to argue the pro and con of the 
will be conducive to either a very good result or | @4visability of adopting such compelling force 
to the best obtainable result under the eondi-|i" our civil accidents. I think, however, that 
tions; hence the establishment of orthopedic | W¢ all agree that if this war continues for any 
beds in France. long period of time. that the knowledge gained 
The purpose of the reconstruction hospital on| i” the treatment of war cripples will greatly 
this side of the water is to take care of those change our present methods of caring for the 
eases which can be transported to this side with- | ‘74ustrial cripple. I might go on here and cite 


out danger to the patients who need further | ™@@2Y instances and defects under the Industrial 


surgical treatment and training along industrial Compensation law on account of which a great 


lines for their furth ae a many of our industrial cripples are not pursu- 
eir further service in life. Of course ing a proper line of work or oder even 
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enough money to support themselves—much less 
supporting their families. 

There are many cases, as I say, that might 
be cited as bad examples of the workings of the 
present industrial laws. Just by way of il- 
lustration, let me cite one in which the individ- 
ual might have been willing to take up training 
and education for his betterment, but there was 
no way or no law which compelled either in- 
surance companies or anybody else to follow 
this case. This man was an alien in this coun- 
try, with a wife and seven children, who injured 
his foot in one of our neighboring cities,—not 
Fall River,—by the falling of an elevator. He 
was treated by two practitioners for about four 
weeks during the acute stage of his injury, since 
when he has been compelled to shift for him- 
self. This accident happened last January and 
since that time the man has been going around 
with this bad foot with no treatment at all, and 
with no facilities to help him by proper train- 
ing. He was sent to me the other day by an at- 
torney in Fall River for examination, and I 
found that he was suffering from a permanent 
injury to the foot, due to a fracture of what is 
called the os caleis, better known to the laity 
as the heel-bone. The x-ray demonstrated that 
he had several bony spurs coming out from the 
bone, making it absolutely difficult for that man 
to walk at all without severe pain. 

How this man and his wife and seven chil- 
dren subsisted on $7.00 a week and what the 
outlook for him is, I am unable to say. This 
would be easy to determine, however, had we 
some system, such as is being instituted for the 
war cripple, and would make a gratifying 
change in our industrial cases of the future. 

Let us now consider, for a moment, the idea 
of the Government in relation to reconstruction 
hospitals. If I understand Dr. Brackett right- 
ly, it is the purpose of the Medical Department 
of the Army to establish in different parts of 
the United States these various reconstruction 
hospitals, the purpose of which is to rehabili- 
tate, re-educate, and retrain the crippled soldier 
for further service in civil life. Of course, the 
greatest factor in the line of treatment will be 
orthopedics, supplemented and aided by various 
specialists, such as brain men, eye men, nose 
and throat men, x-ray men, general surgeons, 
and internists. It is computed that at least 
seventy per cent. of the returning war cripples 
need some form of orthopedic treatment for 
their rehabilitation. There can be no doubt 
and there should not be, in the minds of medi- 
eal men, that with a properly organized sys- 
tem such as this, great good will result. There 
can be no question in the minds of those who 
have studied and thought, to any extent, of 
these reconstruction hospitals, that in the form 
devised by the Government exceptional oppor- 
tunities for treatment are given to the crippled 
soldier, 

The question now arises whether this method, 
as outlined by the Department of Medicine in 


the United States, is to work to the best inter- 
est of the country as a whole. I wish, in dis- 
cussing this question, to make my position 
clearly understood; 1 do not propose to offer 
adverse criticism on the splendid work that is 
being done, because | greatly admire the pres- 
ent administration and the remarkable results 
obtained by them in such a remarkably short 
time. We, living at home, can have no idea of 
the enormity and multiplicity of details that 
must be carried out to prepare a nation for war. 
especially when that nation is a democracy, does 
not believe in militarism and its people are 
peace-loving in their general make-up. I only 
desire, in my humble way, to offer some con- 
structive criticism concerning some of the prob- 
lems which confront us in this great struggle 
and the attending ills that are sure to follow. 

These hospitals are to be created as separate 
Government units, operating apart from the 
civil institutions. Now the thought I wish to 
suggest to you in relation to these hospitals is 
this: Let me say that it is a very, very serious 
question, and it concerns you as members of 
this great electorate of our country. At the 
present time we have, in this country, in most 
of our large cities of 30,000 or over, finely 
equipped general hospitals. Is it wise to de- 
plete these already existing institutions of some 
of their staffs, or, instead of the reconstruction 
hospitals, should we expand the general hos- 
pitals, as at present constituted, to carry on the 
work intended by the Government in these re- 
construction hospitals? 

You know, and I know, that the number of 
doctors in this country, as compared with the 
amount of population, is not very large, and . 
conservation should be practised here just as 
well as in other departments of life. 

The purpose of the selective draft, inaugurat- 
ed by President Wilson, was one of the greatest 
war measures, in my opinion, ever instituted by 
any nation in time of war; and that principle 
applies to the medical profession just as well as 
to the layman. Selection and organization are 
great factors in organizing any army for the 
proper welfare of the nation. I realize the 
army takes precedence to everything, but the 
President has often told us that the man work- 
ing at home is just as essential to the success 
of the army as the soldier himself. 

This question of the establishment of the re- 
construction hospitals and the desirability of 
such, as opposed to the further expansion of the 
civil hospitals, we ought to consider most se- 
riously. The American Hospital Association, I 
understand, is opposed to this plan of separate 
reconstruction hospitals; and in talking this 
over with a trustee of that association recently, 
he said they would present reasons this week to 
the Surgeon-General, why, in their opinion, this 
plan was not of the best. Of course, the trus- 
tees of civil hospitals are very much concerned 
with this proposition because they realize that 
it is their obligation and duty to care for the 
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civil population, and if their staffs are depleted, 
the problem, to them, becomes one difficult to 
handle. 

The question also arises whether the civil hos- 


pitals, caring, as they do today, for the many 


characterized by a relatively slow rate, the on- 
set of the rhythm is gradual, the seat of impulse 
production is probably always within the system 
of specialized tissue (conduction system) and 


the heart is under control of its extrinsic nerves. 


industrial cases, may not profit, to phage Bat - aw this a to be due to exaggerated 
i nd education, taking physiologic processes. 
and thereby a eontradistinetion to this, the heterogenetic 
greater benefit to the civil community in the type presents a rapid pulse and rapid onset ; 
future after the scars of this great world con- the seat of impulse production may be within 
flict have healed. The soldier has made a great the system of specialized tissue or without, and 
sacrifice for his country; it is your duty and the heart is not under control of its extrinsic 
my duty to see to it that he gets the best pos- innervation. This type is believed to result only 
sible service that can be had on his return from from pathologie processes. ie 
the front. The Government, establishing these Paroxysmal ventricular tachycardia is hetero- 
new hospitals has this in view, but the scarcity genetic and, as far as we know, is the result of 
of doctors and the care of the community itself myocardial disease. The recognition of this 
are to be considered. I am not here to criti- condition is of the utmost importance and can 
eize, and I am glad to say that the criticism that be made with certainty only by means of 
was rampant and undeserved a few months ago, graphic records. The introduction of the elec- 
anent the preparation of the Army and Navy, trocardiograph has made possible the identifica- 
is now fast disappearing, and that we, as a na- tion of obscure tachycardias. 
tion, are beginning to appreciate that the men| Experimental studies have not only clarified 
in Washington, and those who are planning and the mechanism of this disorder but have sug- 
directing the preparation for our defensive op- gested etiologic processes. When a single in- 
erations, are bringing this nation to a state of duction shock is applied to any portion of the 
proficiency which the German autocracy failed ventricle during its resting period a single pre- 
to estimate when, by persistently carrying on an mature contraction occurs. The contraction 
inhuman war, they forced this peace-loving na- evoked is not proportionate to the stimulus ap- 
tion into a world-conflict for the purpose of! plied but always maximal,’ constituting the 
making the world safe for democracy. well-known ‘‘all or none’’ law of Bowditch, and 
does not occur when the muscle is in the state of 
eontraction® (refractory ged ind 
Regular series of suitably arran induction 
PAROXYSMAL TACHYCARDIA OF VEN- ghocks produce series of premature ventricular 
TRICULAR ORIGIN.* contractions simulating of 
— ventricular tachyeardia. Lewis® produ pre- 
‘mature ventricular contractions by ligation of 
the coronary arteries constantly, by tying off 
During the last two years an interesting the left descending branch and in most instances 
group of tachycardias has been observed in the by impairing the circulation in the right vessel. 
Mayo Clinic, and the infrequent occurrence and As the nutrition of the ventricle became pro- 
the importance of recognition merits this report. Sressively impaired, series of heterogenetic con- 
The literature contains a wealth of material tractions occurred, the sequence becoming 
dealing with tachycardia of sinus and nodal ori- longer as the nutritional changes became more 
gin, but few articles could be found relative to marked. 
tachycardia having its origin in the ventricles. | By the intravenous injection of salts, Roth- 
The rhythmic cardiac impulse takes its origin berger and Winterberg™ produced this tachy- 
in the sino-auricular node* or ‘‘pacemaker,’’ a cardia in dogs. They found that combined 
collection of specialized tissue lying in the Stimulation of the vagi and accelerators caused 


sulcus terminalis at the juncture of the superior 
vena cava and the right auricular appendage. 
This has been established by the experimental 
work of Lewis,® Oppenheim and Oppenheim, 
Eyster and Meek,® who found this structure to 
become electro-negative before the rest of the 
sinus region. The function of ‘‘pacemaker’’ 
may be assumed by other portions of the heart, 
either within or outside of the conduction sys- 
tem, with the establishment of an _ ectopie 
rhythm. 

Lewis’ has classified these abnormal rhythms 
as homogenetic and heterogenetic. The former is 


* Submitted Nov. 5, 1917, for publication. 


cessation of the heart beat, but after injection 
of 5-10 mg. of barium chlorid in 1% aqueous 
solution, premature ventricular contractions oc- 
curred, With doses of 25 to 50 mg., minus ac- 
celerator stimulation, ventricular tacchyeardia 
was produced, and at times a transient arrhyth- 
mia, 

Caleium chlorid 100 to 200 mg. in 10% 
aqueous solution. produced similar results. They 
concluded that these salts increase the ventriec- 
ular irritability, but stated that the nodal tis- 
sues are not appreciably influenced. The elec- 
trocardiogram exhibits series of premature ven- 


tricular contractions, the complex forms varying 
with the point of origin in the ventricles. Tden- 
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tification of auricular contractions during the 
tachyeardia is frequently difficult, but careful 
measurement shows that retrogression does not 
occur, as the first auricular complex of the 
normal rhythm falls at the proper point. 
Lewis® maintains that the auricles and ven- 
tricles contract at the same rate, for each com- 
plex is identical to the adjacent one, and if 
auricles and ventricles were contracting at in- 
dependent rates, the auricular complex would 
at times be superimposed and destroy the con- 


tour of the general curve. A case of ventricular 


tachyeardia is reported by Palfrey with poly- 
graphic tracings in which the ventricular rate 
exceeded the auricular. This did not occur in 
any of the cases reported in this paper. 

One other ease of ventricular tachycardia is 
reported in the literature.’ 

Two of our cases revealed impairment of con- 
duction, one in the junctional tissues and one 
beyond the main branch of the bundle of His. 

Five cases of paroxysmal tachycardia of ven- 
tricular origin have come under the writer’s 
observation during the last two years, and this 
disorder has occurred only in .047% of the ab- 
normal cases. Three cases have occurred in 
males and two in females—the youngest one 21 
years, the oldest 62 years, with an average age 
of 41.4 years. Four of the patients gave defi- 
nite histories of previous infection with the 
streptococeus group. Syphilis could not be de- 
termined in any case. 

The symptomatology in all cases was strik- 
ingly uniform, all histories revealing distress- 
ing palpitation with tachycardia, induced by 
exertion or excitement. The paroxysms had 
sudden onset, stopped abruptly and lasted from 
several minutes to several weeks. Vertigo at- 
tended the paroxysms in three cases, and two 
patients complained of nervousness. Exertion 
dyspnea was a constant symptom. One ease pre- 
sented slight pitting edema of the lower ex- 
tremities, 

_ Objectively the cardiac examinations revealed 
little of significance. In all cases there was 
slight inerease in the dulness to the left (one- 
half to three-fourths inches) and valvular dis- 
ease was not demonstrated in a single instance. 

The lowest pulse rate during the paroxysms 
was 109, the highest 267, and the average of all 
recorded pulse readings was 174. 

The pathologie changes in ventricular tachy- 
cardia cannot be identified as entities as no re- 
ported eases were disclosed in a search of the 
literature. The experimental work of Lewis.* 
however, suggests obliterative coronary disease 
and its attendant nutritive changes as a hypo- 
thetical pathologie picture. 

One of our patients died a suicidal death, and 
we were afforded the opportunity of a necropsy. 
The left coronary artery was distinctly athero- 
matous, which is very significant in view of 
Lewis’ work. The myocardium of the ventricles 
presented a few areas of fibrosis, the mitral and 


tricuspid leaflets were thickened, but apparently 
competent and atheroma of the aortic valves 
was found. The thoracic and abdominal aorta 
were atheromatous. 

In all probability, any condition increasing 
ventricular irritability is a potential factor in 
the production of this rare condition, and until 
more autopsy material is available, the conclu- 
sions as to lesion types must remain hypothet- 
ical. The gravity of the condition depends, of 
course, on the degree of myocardial damage and 
the duration of the paroxysms. One patient 
gave a twenty-six year history of attacks, and 
the duration of paroxysms gradually increased 
with progressive evidence of myocardial insuffi- 
ciency; the last one in which the patient was 
observed lasted six weeks. Cardiac reserve is, 
of course, the all-important factor in the consid-’ 
eration of heart disease, and this means largely 
myocardial quality. The maintenance of circu- 
lation is dependent on ventricular, and not 
auricular action, and obviously any abnormal 
ventricular rhythm must be regarded as poten- 
tially a grave disorder. Lewis* emphasized this 
point, stating that ventricular tachycardia bor- 
ders on fibrillation, and ventricular fibrillation, 
as far as we know, is incompatible with life. 

Little can be said relative to treatment. Two 
patients were treated, both being placed on the 
tincture of digitalis in doses varying from 1 
to 3 ce. three times daily. The one patient 
was placed at rest in bed and digitalis was 
administered three times, to toxic effect, without 
any change in the abnormal rhythm. He was 
under observation twenty-eight days. The 
other patient was symptomatically improved, 
but his paroxysms had never exceeded a few 
hours. 

In eases showing evidence of myocardial in- 
sufficiency digitalis should be employed, but it 
is very questionable whether the abnormal 
rhythm can be arrested by its administration. 
In two cases vagus pressure was applied with- 
out results. In another ease the atropine test 
had no effect on the ectopic rhythm. 


SUMMARY. 


1. Paroxysmal tachycardia of ventricular 
origin is a rare condition, occurring in only 
047% of all abnormal electrocardiograms re- 
eorded in the Clinic. 

2. Two eases revealed conduction impair- 
ment. 

3. As an etiologic factor, history of infection 
with the streptococcus group was elicited in 
four cases. 

4. The symptomatology in all cases was very 
uniform, palpitation, tachyeardia and exertion 
dyspnea being complained of by all the patients. 
Vertigo attended the paroxysms in three cases. 

5. The average pulse rate during the par- 
oxysms was 174. 

6. One case coming to necropsy revealed dis- 
tinct atheroma of the left coronary artery, 
which is very significant. 
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7. As life is on ventricular, and | | 
not on auricular action, this condition must be Fim 
considered potentially grave. 

8. Digitalis medication in two cases treated 
did not affect the abnormal rhythm. | 


Case 1 (70066). A inale, 62 vears of age, came to 
the Clinic June 28, 1915. Five-year history of. 
paroxysms of rapid pulse and palpitation. This. 
ease not only presents coupled heterogenetic ven-. 
tricular contraction and short paroxysms of ven- 
tricular tachyeardia, but also impaired conduction 
through the junctional tissues, the pulse rate in- 
terval being 0.25 seconds. There is hypertrophy of 
the left ventricle. The sinus rate is 86; the ven- 
tricular tachycardia rate is 150. (Plates I and If.) | 


IlI.—No, 185,935. Feb. 19, 1917. Leads I, IT, and It. 
Tachycardia rate 120. . 


Piate l.-—No. 70,066. June 28, 1915. Leads I and Ill. Rate 


PLATE 1V.—-No. 194,798. June 13, 1917. 9.00 a.m. Leads I, Il, 
and Ill. Rate 71. Ventricular premature contractions. 


Piate Il.—-No. 70,066. Aug. 31, 1915. Leads I and III. Sinus 
rate 86, 


Case 21 years of age, 
came to the inie Feb. 1 917. Three-vear his, | Pate V.—No. . une 13, 1917, 3.45 p.m. Leads I, Il, 
tory of palpitation and tachycardia. 223 Short’ paroxysns of ventricular 
tachycardia. Rate, 120. In this instance the auric- 
ular complexes are evident and have the same rate 
as the ventricular. There is marked hypertrophy 
of the left ventricle. (Plate ITI.) 


Case 3 (194798). A male, 42 years of age, came 
to the Clinic May 5, 1917. Two-year history of 
of palpitation tachycardia. Electrocar- 
diograms show short paroxysms of ventricular 
tachycardia with intervening sinus rhythm. (Plates 
IV ’ V and VI.) a. 
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b. 

Puate VI.—(a) No. 194,798. June 13, 1917. Lead Il. Sinus rate. 

100. Tachycardia rate 200. (b) No. 194,798. June 14, 1917. 
Lead Il. Rate 220. 


Case 4 (200751). A female, 44 years of age, 
came to the Clinic July 11, 1917. Six-week his-. 
tory of palpitation and tachycardia. Ventricular 
tachycardia with rates varying from 120 to 125. 
At times the auricular complexes can be identified. 
This case — evidence of arborization block. 
(Plate VI 


pLare VIIL—(a) No. 98,618. July 25, 1917. Lead Rate 172. 
(b) No. 98.6 1917. Rate 
| 172. (ec) No, 98,618. July 25, 1917. ined il Rate 17%. 


PLate VIl.—(a) No, 200,751. 14, 1917. Leads I, I, and III. 
~~ a to 125. (b) No. 751. July 15, 1917. is Il. 


Case 5 (98618). A male, 38 years of age, came to we . 

the Clinic July 25, 1917. Twenty-six-year history 
of paroxysms of palpitation and tachycardia, in- 

creasing in frequency and duration. This case * 
presents several interesting features. Occasional a 
complexes are seen, arising probably in the june- 
tional tissues. There is a constant difference in 
the general appearance of Lead II from all the 
other cases, and probably can be explained by the x Y 
point of origin of the ectopic impulses. 

arise from the basal portion of the left ventricle 
and from the direction of the heart’s axis; Lead IT 
transects chiefly the “action currents” of ‘the right 
heart. See Plate X. The lines x-y represent the 
transecting planes (Leads) by which the lines of 
force (action currents) are cut. Plate XII shows 
the failure of vagus pressure to affect the tachy- 
cardia. A marked arrhythmia is present at times, 
and probably signifies variation in velocity of im- 
a discharge. (Plates VIII, IX, X, XI and 


Prats X. 
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Rate 150 Rate 166 


Piate XI.—(a) No. 98,618. daly 28, 1917. 
tachycardia. 


Lead II, Rate 150. 


) No. 08,618. July 28, 1917. Lead II. 
lar cardia, 


Rate 175. Nodal and ventricu 


(c) No. 98,618. 


July 28, 1917. Lead II. Failure a vagus pressure. 


Piate XIl.—(e) No. ane. “Aug. 1, 1917. 
(b) No, 98,618. 17, Lead Il. 
98,618. Aug. 1, 1917" “taka Rate 180. 


lead I. Rate 192. 
Rate 175. (¢) No. 
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THE RECOGNITION OF SURGICAL 
KIDNEY*. 


By BENJAMIN TENNEY, M.D., F.A.C.S., Boston, 


SureicaL kidneys are those whose symptoms 
can be relieved or cured by mechanical means. 
With some pathological conditions which fit in- 
to this group there may be a pre-surgical state 
where the fortunate physician may favorably 
influence the course of the disease. As yet we 
know less of the early symptoms of renal lithi- 
asis, tuberculosis, and cancer than we desire. 
Of untreated surgical kidneys we have full 
knowledge from the autopsy table. 

Some of the symptoms characteristic of surgi- 
eal disease in the upper urinary tract are found 
with certain bladder conditions, and are also 
present when the real pathology is outside the 
urinary tract. They are often so concealed by 
misleading descriptions and contradictory symp- 
toms on the patient’s part, and by the vague 


and misleading names which are a part of our 
mental furniture, that we are easily persuaded 
to put them in the wrong pigeon-hole and label 
‘them pelvic, or orthopedic, or digestive, or even 
nervous, when they belong to the urinary de- 
partment. 

The separation of pathological lesions into 
things medical and things surgical is simpler 
than the proper sorting of the living men and 
women who bear this pathology. All agree 
that urinary stone is a surgical condition and 
usually operative. The same is true of cancer 
of the kidney and large hydronephrosis. All 
genito-urinary men, most general surgeons, and 
the majority of good medical men agree that 
renal tuberculosis is a surgical and operative 
disease. 

There is less agreement about the type of 


* Read before the Lawrence Medical Society, April, 1917. 
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renal disease characterized by pyuria, unilateral | 


discomfort, and abnormal frequency, commonly 
called pyelitis, because this type is subject to 
periods of activity and of freedom from symp- | 
toms following any treatment by mouth, or no 
treatment whatever, and the last drug given 
before the quiet period gets the credit of a cure. 
Then, too, there is seldom any striking path- 
ology that can be seen and handled after the 
cure or death of these cases. Patients with 
these symptoms are usually on their feet and 
often unwilling to allow for the period of study 
which is sometimes needed to establish this 
cause. 

The symptoms which may reasonably turn 
our attention to the urinary tract are: 

Frequent urination, which is real when the 
regular daily intervals are two hours or less or 
when there are two or more night urinations; 

Blood, or pus, or both, in the bladder urine; 

Urgency or incontinence; 

Tenesmus after urination. 

If with these we have recurring pain or dis- 
comfort in one loin or in one sidé of the back, 


we may suspect some trouble above the bladder. 
Variable temperature and loss of weight are 
suggestive additions, as is the presence of albu- 
men in the urine. Albuminuria has been men- 
tioned last because it is of minor importance in 
the diagnosis of surgical disease of the urinary 
tract, sometimes overlooked in the usual tests 
and usually varying in proportion to the 
amount of blood and pus in the urine. | 

Frequency is the relation of the working 
capacity of the bladder to the kidney excretion. 


Two ounces per hour is the expected excretion | 


of the kidneys. If the total capacity of the 


bladder is four ounces, it must be emptied 


every two hours, and if less, more frequently. 
If the total capacity is twelve ounces and there 
is a constant residual of eight ounces, there is a 
working capacity of four ounces and a urinary 
frequency of two hours. When the bladder 
has a working capacity of sixteen ounces it is 
probably within normal limits and will retain 
urine for the eight hours of sleep and comfort- | 


ably through the day unless the sphincter - bladder they are not the only ones demanded. 


been injured. 

Any condition which increases the pull of 
the ureter or causes pressure on the outside of 
the bladder, like a pelvic tumor, will diminish 
the working capacity more or less according to 
the posture and activity of the body. Frequent 
urination is not a signal for operation, but it is 
a warning of more symptoms to come. 

The presence of blood or pus, or both, in the 
bladder urine is most important, but the exact 
location of the bleeding or suppurating area is 
sometimes difficult to find. Blood and pus, 
even in microscopic amounts, are not normal in 
the bladder urine and always mean some patho- 
logical condition. The presence of either is a 
more serious symptom than moderate fre- 


quency, and the three combined more serious 


yet. The probability of finding stones, tuber- 
culosis, or new growth increases with the length 
of time this combination exists. 

Incontinence, without the strong bladder con- 
traction which we call urgency, seems to imply 
a weak sphincter from some injury or disease. 
This type of incontinence produces leakage with 
sneezing, coughing, and sudden jars without 
the previous sensation of desire to urinate. 
Urgency is the imperative desire to empty the 
bladder, produced by a powerful contraction of 
the bladder muscle, which will easily overcome 
an injured sphincter and may cause leakage 
through a sound one. Urgency seems to be as- 
sociated with irritation of the bladder trigone 
or of the lower ureteral fibers. Tenesmus is a 
further exaggeration of urgency, continuing 
after the bladder is nearly emptied of fluid. It 
amounts to a cramp of the bladder muscle and 
is not rarely seen when examining a bladder 
through a cystoscope. 

Pain in the back is commonly regarded by 
the public as a symptom of disease in the kid- 
ney. As a matter of fact, kidney diseases are 
painless unless there be obstruction to the flow 
of urine. Unilateral pain is a symptom of 
stone when the stone blocks the ureter, of tuber- 
culosis and cancer when a clot is passing down, 
or intermittent hydronephrosis when the ureter 
is kinked, and of the acute infections when 
there are multiple retentions of urine within — 
the kidney substance. 

Variable temperature is often seen. In acute 
renal infection it may run very high and in old 
infection it may be persistently subnormal 
though variable. I have seen this several times, 
and have one chart kept by a careful patient 
for six weeks where the variations cover four 
degrees between morning and night, and the 
temperature did not rise above ninety at any 
time. A varying temperature may complicate 
the diagnosis. Loss of weight in renal disease 
of the surgical type corresponds with pain and 
loss of sleep, with accompanying lack of appe- 
tite. It is not essential to diagnosis and usually 
appears late. While these findings are essen- 
tial to diagnosis of surgical disease above the 


Cystoscopy, study of the separate excretion of 
the kidneys by microscope and color test, 
guinea-pig inoculation, and x-ray examination 
may all be required before the diagnosis can 
be perfected. The conditions under which 
these symptoms may develop are pyelitis, 
hydronephrosis, stone, tuberculosis, and cancer 
of the kidney. To these we may add pyone- 
phrosis and acute hemorrhagic nephritis. Most 
of these conditions are associated with infec- 
tion, and the cause and path of the infection 
are important. 

One function of the kidney upon which too 
little emphasis has been placed, in our earlier 
teaching, is the excretion of living and dead 
bacteria from the blood stream. When the 
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equilibrium between the intake and increase of 
bacteria, and their excretion and destruction, is 
upset by failure of any of the excreting and 
destructive systems we have health failure. 

The kidney system, to work perfectly, re- 
quires free blood supply and exit, and a free 
channel for the urine. So far as known, the 
arterial supply is always adequate. No work 
has been done on the results of partial com- 
pression of the renal vein so far as I know. 
The relation between the right renal vessels 
and the foramen of Winslow is so close that in- 
flammatory enlargement or adhesions around 
the lower bile duct may compress these vessels. 
The vein being less resistant will yield more to 
pressure, and by producing a passive hyperemia 
in the kidney may disturb its function some- 
what. This is only a suggestion, not a con- 
clusion. 

We do know clinically and by numerous ani- 
mal experiments that tying off the ureter is fol- 
lowed by marked dilatation on the venous side 
of the kidney circulation and slowing of the 
blood stream. If active bacteria are present 
in this blood we get a septic thrombus whose 
future history depends on many unknown faec- 
tors. It may become the calcified nucleus of 
a stone, the beginning of a pyonephrosis, or 
disappear. 

With intermittent obstruction of the ureter 
we may assume a lesser degree of the same 
anatomical changes, and the bacteria, white and 
red blood cells, and some round cells from the 
fighting area give us the sediment picture of 
what we call pyelitis. If the bacteria are of a 
virulent type we may get a more acute general 
reaction, with high temperature, acute pain, 
prostration, and a sediment showing leakage in- 
to the urinary tubules—the acute hemorrhagic 
nephritis. 

The word ‘‘hydronephrosis’’ is now applied 
to all cases where pain is caused by the reten- 
tion of urine in the pelvis. A half-ounce may 
produce severe pain in one individual when an- 
other may carry a pint or more and continue 
work. Much of our knowledge of these smaller 
hydronephroses is due to their study by x-ray 
plates with opaque fluids in the pelvis. A 
symptom suggesting this diagnosis is the ab- 
sence of one-sided kidney pain after lying down 
and its reappearance a half-hour to an hour 
after rising. Many hydronephrotiec kid- 
neys drain well when horizontal, but when the 
owner stands or sits the ureter is kinked, and 
pain comes on when the kidney has secreted 
enough urine to distend the pelvis. This symp- 
tom is more common than repeated urination 
after lying down. 

Stone in the kidney causes pain only as it 
blocks the flow of urine, and stone in the ureter 
causes reflex irritation but not much pain un- 
less it plugs it tightly. X-ray plates have 


shown many urinary stones that were unex- 
pected and, unfortunately, have failed to show 
some that were present. 


It is usually possible by some means to make 
a correct diagnosis in cases of renal and 
ureteral stone, though not always; but it is 
always possible to make the diagnosis of renal 
obstruction if such exists, and this is the con- 
dition for which the patient seeks relief. 

Tuberculosis of the kidney is really not an 

uncommon disease and should be recognized 
earlier than it is. Its natural course varies 
much. I have known two patients to die with- 
in four years of the first recognized symptoms, 
‘and others whose symptoms could be traced 
back for six years before I saw them. Often 
the earliest sign which leads a patient to a doc- 
tor is a swollen epididymis which is itself in- 
fected from the stream of bacilli flowing 
through the prostatic urethra. Another will 
have albuminous urine and urinary frequency, 
another a hematuria, and another have recur- 
ring periods of acute bladder symptoms. 
_ A correct and early diagnosis of renal tuber- 
culosis is desirable, and possible except under 
‘two conditions. If the specimen of urine is 
obtained at a time when no bacilli are coming 
‘through, or if the tubercular kidney is blocked 
and excreting no urine, of course we get no 
bacilli. The guinea-pig test is more delicate 
than the microscopic examination of the sedi- 
ment, but, if negative, should be repeated sev- 
eral times if the patient’s condition suggests 
renal disease of this type. The smegma bacil- 
lus is the only similar one lil:ely to contaminate 
a urine, and I do not always wait for the six 
weeks guinea-pig test when I can obtain the 
specimen of urine myself and the microscopic 
examination is positive. 

A tubercular kidney is hopeless. There is 
no evidence from the autopsy table of recovery. 
Nature sometimes does a sort of nephrectomy 
by closing the ureter and thereby stopping ex- 
eretion from this kidney. Apart from this pos- 
sibility, tuberculosis of the kidney will kill its 
possessor as surely as cancer of the kidney and 
give him more misery on the way. It is as 
necessary to operate early for tuberculosis as 
for cancer; for late cases have such secondary 
changes in their bladders that much of their dis- 
comfort remains after the cause has been re- 
moved, while the comparatively early cases get 
entire relief from symptoms almost as soon as 
they waken from the operation. Early recog- 
nition and nephrectomy is the proper and only 
fair method of caring for these cases. 

The recognition of surgical kidney is slower 
than it should be in every community. Too 
many physicians still treat patients for bladder 
symptoms without studying into the cause of 
these symptoms. If we remember that one 
function of the bladder is to serve as indicator 
of disease above and below it and that it is more 
frequently an indicator than a primarily dis- 
eased organ, we shall recognize our cases of 
renal tuberculosis, lithiasis, and all degrees of 


pyelitis and pyonephrosis more frequently and 
much earlier. 
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MEMBRANOUS CROUP. 
By D. M. Lewis, M.D., New Haven, Conn. 
Epidemiologist, Board of Health. 


From the standpoint of public health there 
are two reasons why the diagnosis of membran- 
ous croup should not be dismissed merely as an 
undesirable term and as such excluded from the 
International List of Causes of Death. As ex- 
eluded or as undesirable when made, all such 
eases are included under diphtheria. The two 
reasons are not found in text-books on infectious 
diseases ; the first is that by the recognition that 
not all so-called membranous croup cases are 
diphtheritic in origin, lives may be saved; sec- 
ondly, that by such recognition workers in the 
health service have an opportunity of prevent- 
ing other not unimportant illnesses. 

During the early part of 1916 I showed that 
there were to be demonstrated sporadic cases of 
streptococeus laryngitis, simulating diphtheria 
where all the epidemiological factors for proof 
were obtainable. Recently? I have shown that 
they may become an integral part of an epidem- 
ic, and that during such a period they gave rise 
to a not inconsiderable number of fatalities. I 
have also shown what is not yet a sufficiently 
well-recognized fact, namely, that not every 
ease of obstructive laryngitis of measles, wheth- 
er of onset or post-measles, is diphtheritic in 
origin. That such is the case may be shown by 
post-mortem examinations that are on record. 
The majority of all these cases during previous 
years and during the present time in institu- 
tions and among certain physicians were treated 
for diphtheria. The justification for death 
without further inquiry seems to have rested in 
the fact that throat cultures would not show 
the infecting organism of diphtheria when the 
lesion was primarily laryngeal in but a lesser 
proportion of cases, as well as the fact that 
laryngeal diphtheria was necessarily highly 
fatal, even when antitoxin was given early and 
in large amounts. Up to the time that I began 
to do field work in communicable diseases I per- 
sonally taught the same, having been so taught 
during my service in the diphtheria wards of 
the Boston City Hospital. As a result, first, of 
investigation of the individual who may have 
caused the case; secondly, the findings of cul- 
tures, not that they were negative but what 
they showed positively, in conjunction with the 
fact that diphtheria did not follow such cases 
and their environs, but that illnesses consequent 
on what were apparently the positive findings of 
case, carrier and contacts did follow, was suffi- 
cient reason for investigation. 

That lives may be saved has been proved to 
me by the following. Recognition of this so- 
called complication during measles as being 
purely streptococcal in a series of cases led me 
to advise immediate intubation with a further 


confirmatory diagnosis during that operation in 
the following manner. A skilled operator has 
determined by the feel that in a larger per cent. 
of cases the larynx is edematous only. Sec- 
ondly, repeated cultures have always shown a 
streptococcus. Beyond diagnosis was a most 
gratifying experience that such cases did well, 
recovered without antitoxin and, after periods 
upwards of a year, have justified the diagnosis 
at least, by not having developed even pal- 
atal paralysis. There yet remains in my mem- 
ory the case of one of two small sisters, both 
with measles, but one referred as a probable 
case of diphtheria. Practically moribund, the 
patient surprised even the operator by recovery 
after intubation. A similar series of cases 
treated by antitoxin and eventually intubated 
all died. During the past year a study of the 
laryngeal cases of suspected or of trne diph- 
theria under age 5 showed the following: In 7 
cases cultures sent to the laboratory showed K-L 
in 6 instances. In all instances there was dem- 
onstrated the carrier in the family. All recov- 
ered with moderate antitoxin doses and without 
intubation. The remaining instance was sent to 
the hospital without cultures,—previously a 
moribund case of primarily faucial diphtheria. 
In the latter instance the carrier was in another 
family in the same house. There were 13 other 
cases diagnosed as laryngeal diphtheria and 2 as 
membranous croup. Of the 13 cases, 4 had lab- 
oratory cultures showing a streptococcus, a dem- 
onstrable streptococcal carrier, and all recovered 
as cases of treated diphtheria. Of the remain- 
ing 9 cases, 7 cases died where epidemiological 
evidence showed that they were other than diph- 
theria. One was an infant, the secondary cause 
of death being given as pneumonia of the same 
duration as the diphtheria—2 days. In the 
family were two older children with purulent 
nasal discharges giving pure cultures of a Gram- 
positive diplococeus, one having had the dis- 
charge for some two weeks, while the second had 
had it less than one week. In 4 of the cases 
there was present in the family the nasal strep- 
tococcal carrier antedating the case and followed 
by streptococcal sore throats in other older chil- 
dren in the family in three of the cases. In the 
fourth instance there had been preceded first a 
sore throat complicated by laryngitis, then two 
succeeding laryngitides, to culminate in the final 
fatal case in the youngest member of the fam- 
ily. The only one of the children not ill was 
the nasal carrier. In 2 instances measles fol- 
lowed in the families, one case not fatal being 
later returned as that disease. In 1 instance 
we had to deal with spasmodic croup, and the 
final instance gave no data—previous, present 
or future. The two cases of membranous croup 
were also of the same class, having neither 
family, house nor neighborhood previous or later 
infections to explain them. Both were cases of 
sudden death at one year of age, probably hav- 
ing to do with status lymphaticus. 
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During this time I have seen 10 cases where 
assurance was given the physician, by cultures 
and by examination of the other children in the 
family, that the streptococcus was the etiological 
factor. Four of these were intubed. There 
were no fatalities. 


Inasmuch as there was nothing more extra- 
ordinary about the 11 cases with 5 deaths in 
the first series as contrasted with the 10 cases 
and no deaths, there may have been a something 
extraordinary that the second class did have 
done for them. Therein I believe lies the possi- 
bilitv of saving lives. Instead of being given 
antitoxin and relving on that to relieve the con- 
dition they were treated with sedatives and va- 
porizations. In other words, knowing a case to 
be laryngeal diphtheria, we rely on antitoxin 
for combating toxicity and intube with the 
knowledge that only at a certain time is relief 
of obstruction necessary. The streptococcal in- 
fections are characterized by a much more rapid 
course. In waiting for the same degree of ob- 
struction the case is more immediately lost. 
Earlier interference from a more acute edema- 
tous process with more constant medical treat- 
ment has apparently given absence of fatalities. 


It is so definitely so to me that I feel sure that | * The 


a similar study of these negative culture cases 
of primary larvneitis if studied both sporad- 
ically as well as during grippe prevalence. when 
- thev mav be truly epidemic, in metropolitan 
cities will aid in entting down the death rate. 

Recognition of these cases is secondly of the 
greatest importance from the public health 
standpoint in preventing further illnesses in the 
following manner. It being the custom of cities 
to enlture all family contacts and diagnosing 
carriers from the cultures, it would be found 
that no carriers existed in the house or neigh- 
borhood should they seek further than the 
house. There wonld be free for future neigh- 
borhood and familv contact these streptococcic 
nasal carriers. The secondary and return cases 
in families and in the neighborhood are varying 
grades of septic sore throat as well, and any 
connection with the previous case is not realized. 
Less frecnentlv I have found that the broncho- 
pneumonias of infants in the family follow the 
appearance of the carrier. I have previously 
shown that the streptococcal nasal carrier leaves 
behind him a train of victims of major and 
minor illnesses which is unbelievable until the 
detective finally trails him to his lair. There is 
no exaggeration in saying that Pandora’s box 
was hardly a circumstance. The illnesses and 
debilities caused by such a carrier in contra- 
distinction to a diphtheria carrier, extend be- 
yond the field of contact of children. It is so 
common to find among the working members of 
the family coincident ‘‘malaria,’’ ‘‘grippe,’’ 
“‘sore throats’’ and obscure minor complaints 
that there is need of much more field work to 
ae that they are not dependent on the same 


SUMMARY. 


It is important to recognize that membranous 
croup may not be a primary laryngeal diph- 
theria; that it is probable that many cases 
treated as such would not be fatal cases were 
they so recognized and more rationally treated. 

Recognition of sporadic and epidemic strepto- 
eoceal laryngitis opens up a wide field in pre- 
ventive public health work from appreciation of 
true carriers. This field apparently extends be- 
yond the disabilities and illnesses of childhood 
and is worthy of examination as to its ex- 
tent as a measure of health insurance for the 
wage-earners. 

Though less frequent, similar study should be 
made of the pneumococcal type as offering anal- 
ogous preventive measures and reduction of 
mortality. 

**Croup’’ is as undesirable a term as ‘‘mem- 
branous croup.’’ Equally pernicious, both 
should be so listed and the reader referred to 
‘‘laryngitis,’’ with the query as to what the in- 
fecting organism was. 


1 Streptococcal Infection Simulating Diphtheria. Boston MeEpica1 
AND SuRGICAL JouRNaL, June 8, 1916. 
Modus Epidemics. 


Interstate Medical Journal, 
Vol. xxiv, No. 6. 


SOME EFFECTS OF MASSAGE ON THE 
COLON.*® 


By FRANKLIN W. Wuire, M.D., Boston, 


Instructor in Medicine, Harvard University; Visiting 
Physician, Boston City Hospital. 


ABDOMINAL massage is a method freely ad- 
vised and used in intestinal stasis both general 
and local. We have felt uncertain about the 
actual results obtained and wished to verify 
them by actual observation. Cannon’s method 
of direct examination of the bowel with the 
rontgen ray was used in studying the human 
colon at intervals after vigorous abdominal 
massage (especially of the colon). 

The persons examined were vigorous, and 
without any important disease of the digestive 
or other organs. They came with a well-filled 
colon about twenty-four hours after a barium 
meal, were massaged, and the colon watched at 
intervals with the réntgen ray and fluorescent 
screen to see what happened. Deep abdominal 
massage was given for five to twenty minutes, 
especially over the course of the colon, trans- 
versely, both to mash up the contents, and to 
push them along, if possible. 

There was great variation in different per- 
sons in the accessibility of parts of the colon to 


* Read at the thirty-second Annual of the Association 
of American Physicians, Atlantic City, May 1917. 
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massage. For the we especially wished to 
empty the cecum ‘‘the human drain trap,’’ but 
we found the cecum in all sorts of positions, 
from deep in the true pelvis (and entirely out 
of reach) or in the hollow of the ileum and 
easily accessible, to positions above the iliac 
erest with only a soft background. Unless one 
knew where the individual cecum was, much 
effort to massage it directly would be wasted. 
The transverse colon hung at quite different 
levels and the splenic flexure was often, and 
the hepatic flexure at times, well under the edge 
of the ribs and very hard to reach. The pelvic 
colon was practically inaccessible. 

We see difficulties for the patient in follow- 
ing Sahli’s advice to perform auto massage with 
a cannon ball ‘‘along the probable course of the 
colon. 

We found that vigorous abdominal 
usually mashed up the contents of the colon but 
had little or no immediate effect in moving the 
solid contents forward; Case’ and Hertz? re- 
port similar results. This was true of massage 
of any sort whether transverse, or stripping 
along the course of the colon. Strong pressure 
will not move the contents of the ascending 
colon into the transverse colon or the contents 
of the transverse into the descending colon. 
The haustrae, by gripping the contents in many 
places, held it firmly. 

If the colon is distended with gas a small 
lump of contents may occasionally be moved a 
short distance forward. If the abdominal walls 
are well relaxed and the bowel forcibly com- 
pressed with the fingers in a favorable place 
like the iliac fossa, where there is a tirm back- 
ground, a little movement may result. When a 
full cecum felt as if it were being emptied at 
once, it was found that gas had moved forward, 
and solid contents merely flattened out in both 
directions. 

We found when the cecum was low, or below 
the brim of the pelvis, that massage often 
pushed the tip of the cecum still lower into the 
pelvis and pushed material further down into 
the cecum, filling it fuller than before. This is 
unfortunate as these are just the cases where 


mechanical help in emptying the cecum is most} had 


needed. 

These results contrast with the easy 
statements often found in text-books that ‘‘mas- 
sage pushes along the contents of accessible por- 
tions of the stomach and bowel.’’ 

It is evident that any favorable effect of mas- 
sage must be due to increasing the tone of the 
colon, not by directly squeezing its contents 


along. 

In the later results of massage of 
the colon at intervals of several hours, it was 
found that massage sometimes delayed, but 
usually hastened, the passage of colon contents 
evidently by stimulation of slow 9 ey 


For example we found that massage at 2 p. m. 


would quite often cause an extra stool at 8 or 9 | } 


Pp. m., in addition to the usual morning stool 


The occasional delay after massage was probably 
due to muscular spasm. 

The effect of massage was small in comparison 
with the stimulus of taking food. That is, the 
well-known forward movement in the colon after 
a meal was much greater than we could produce 
in the same time following vigorous massage of 
the colon. 

A rapid onward ‘‘mass movement’”’ of a — 
portion of colon contents was seen very rarely 
(twice) after massage. That is, a part of the 
colon suddenly loses its haustral markings, 
forming a sausage-shaped mass which travels 
rapidly from one part of the colon to another. 
These large movements had no direct relation to 
the force of massage; for example, deep mas- 
sage in one case would give no result, and light 
pulpation would cause a marked mass move- 
ment in another. The massage was not a me- 
chanical stripping process, but the stimulus to a 
reflex mechanism. 


Cannon’s method of direct examination of the 
bowel with the réntgen ray was used in study- 
ing the human colon at intervals after giving 
abdominal massage (especially of the colon.) 

There was great variation in different persons 
in the accessibility of parts of the colon to mas- 
sage. 


Vigorous massage usually mashed up the con- 
tents of the colon, but had little or no imme- 
diate effect in moving the contents forward. 
When a full cecum was apparently emptied at 
once, it was found that gas had moved forward 
and solid contents merely flattened out in both 


directions. 

Massage sometimes but usually 
hastened the passage of colon contents at the 
end of several hours, evidently by stimulation 
of slow peristalsis. ‘The effect of this stimulus 
was smail in comparison with the stimulus of 
taking food. 

A rapid onward ‘‘mass movement’’ of a large 
portion of colon contents was seen very rarely 
(twice) after massage. ‘These large movements 
no direct relation to the force of massage, 
but followed gentle palpation. 

Prompt emptying of any part of the colon by 
massage is a fallacy. This is especially true of 
the low cecum, which is usually inaccessible and 
is often pushed lower and filled fuller than be- 
fore. The good effects of massage are found in 
a mashing up of the intestinal contents and a 
stimulation of muscular tone and slow 
talsis, which usually drive the contents ly 
forward for several hours. 

I wish to acknowledge my indebtedness to 
Prot. Walter B. of for . 


help and suggestions. 


SUMMARY. 
REFBREX CES. 
Case: Journal of the Iowa State Med. Soc., vi, 1916. 
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LIPOIDS IN 131 DIABETIC BLOODS. 
By Horace Gray, Boston. 


{From the Department of Biological 
Harvard Medical School.) 


(Continued from page 20.) 


Analysis of the readings on 204 consecutive 
cholesterol extracts shows: 


1. That my left eye was more accurate than 
my right. For, whereas 66% of these readings 
happened to be done with the left eye, Table III 
shows that when the first two readings did not 
differ by more than 0.2 mm., the left eye was 
responsible for 71% of these. This greater ac- 
curacy is presumably due to (i) its more fre- 
quent use at the microscope (to allow simulta- 
neous drawings with the right hand), just as 
the greater acuity of the modern left ear is due 
to its monopoly at the telephone; or (ii) left- 
eyedness of even longer standing, #.e., a natural 
individual characteristic. This dominance of 
one eye has been independently discussed by 
aa Rider and i interestingly by 


Callan, P. N.: “Are We Right Sighted?’, Medical 

Record, April 2, 1881, xix, 390. 

Rider, W.: Unilateral Winking as a Test of Com- 
parative Visual Acuity, Trans. Am. Ophth. Soc., 


Chemistry, 


Each reading in the colorimeter was made in 
this way. The fields were quickly matched dur- 
ing about 10 seconds; the eye was then closed 
for a like interval, and the fields were again ad- 
justed; a second pause, a third setting. This 
process was always repeated once. If the sec- 
ond reading varied by more than 0.2 mm., a 
third or even a fourth wes made, and on a bad 
day when the readings were variable, even a 
fifth reading. 


III. 
Lert Eyre More ACCURATE THAN RIGHT, 


No. or Reapines Per Extract Necessary 


1st=2p venses OF 
"9° 3 ‘ 
No. extracts in 
each group.. 47 82 21 43 11 


Per cent. of 

these done 
with left eye 74% 70% 57% 58% 54% 


71% 57% 
* i. ¢. 0.2 mm. difference. 


2. That the accuracy was essentially the 
same whether the reading fell within 1 mm. of 
15 (standard), or within 2 or 3 or 4 or 5+ mm. 
The groups are compressed, as in the last hori- 
zontal line of the previous table. 

That is to say, it is just as easy to read speci- 
mens which are 33% stronger or weaker than 


standard as it is to read them when they are 
almost the same concentration. 


Taste IV. 
Equat Accuracy oF READING WHEN UNKNOWN I8 


ANYWHERE BETWEEN 1-3 STRONGER AND 1-3 WEAKER 
THAN STANDARD, 


1=2 AVERAGE OF 
6 
within 1 mm. + 67% 33% 
1-2 58% 42% 
2-3 64% 36% 
3-4 75% 25% 
45 68% 32% 


Several authors have discussed the yellowish 
or brownish tint of the: 

1. Chloroform extract. 

2. Unknown field in the colorimeter. 


Mueller, J. H.: A Comparison of the Results Ob- 
tained by Colorimetric and Gravimetric Determina- 
tions of Cholesterol, Jour. Biol. Chem., 1916, xxv, 


549. 
Weston, P. G.: Colorimetric Methods for Determin- 
ing Serum Cholesterol, Jour. Biol. Chem., 1916-17, 


xxviii, 383. 
Bloor, W. R.: The Determination of Cholesterol in 


Blood, Jour. Biol. Chem., April, 1917, xxix, 437-445. 

Luden, G.: Studies on Cholesterol. III. The Influ- 
ence of Bile Derivatives in Bloor’s Cholesterol De- 
termination, ibid, 463-476. 


The former I have noticed only seldom, and 
only after heating past dryness, as the original 
description states. The latter occurred in per- 
haps a third of the determinations, 1.¢., less 
than Luden found and far less than Mueller. It 
was so slight that I seldom gave it two thoughts 
and frequently got two consecutive readings 
identical, or only 0.1 mm. apart. It must be 
granted that this does not prove that these read- 
ings were at the correct level. In the rare in- 
stances when the brown was marked, whether in 
extract or field, the determination was repeated. 


TIME REQUIRED FOR THE VARIOUS METHODS. 


After some practice it was found possible to 
do determinations at about this rate: 


TaBLe V. 
SPEED. 
No, Detenmina- Ave. No. Min- 
TIONS PER 8-HR. UTES For Eacn 
Dar 
Bloor’s Fat (total-fat) 24 20 
Cholesterol 16 30 
Lecithin 12 40 


It must be noted, however, that: 


1. The oleic acid and cholesterol being in 
volatile solvents should be made up in small 
quantities, which means frequent repetition. 

2. Alcohol, ether, and often acetic anhydride 
need redistilling. 

3. The manufacture of the sodium molyb- 
date, and from it of the strychnine molybdate, is 
troublesome at best; when made it not infre- 


1898, 434-452. 
Gould, G. M.: Righthandedness and Lefthandedness, 
Lippincott, Phila., 1908, passim. 
| 
| 
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quently is useless, and always is unstable, and 
therefore must be made up often. 

4. Pickling the whole blood, or centrifuging 
and then pickling the plasma, uses up more time 
than would be expected; this is also true of: 

5. Washing beakers. 

Suppose the aggregate of these procedures to 
require as much time as the actual determina- 
tions, then in a day a fair worker can do about 
12 total-fats, 8 cholesterols, or 6 lecithins. A 
single determination of course requires much 
longer than the average time tabulated; but it 
may be stated that for a critical case 3 ce. of 
blood could be taken from the patient and the 
total-fat analysis finished in 114 hours, longer 
to be sure than blood-sugar, but I believe more 
significant. 

FORMULAE. 


The determined values, in g. per 100 cc., often 
called %, may be found from the following 
formulae: 

Bloor’s Fat-Method. When using 3 ce. of 
blood pickled in 100 ce. alcohol-ether, and of 
that extract 10 ec., and supposing 5 cc. of 
standard solution as made up contains 2.3 mg. 
oleic acid and is set at 20 mm.: 


100 100 1.@ _20 2.3 115 
Reading of unknown 3 101000 Ru 
Lecithin. When using 15 ee. of the same ex- 
tract, and when 5 ee. of the standard contains 
0.15 mg. H,PO, and is set at 20 mm.: 
015. 8, 584 
Ru 3 Ru 
Cholesterol, when using 10 cc. extract, and a 
standard containing 0.5 mg. set at 15 mm.: 
16, 08, 
Ru* 3° Ru 
The calculated values may be found from 
these formulae: 


Total Fatty Acids. 
W. B.: Total-fat in W.B. minus cholesterol 
in W.B. 
iy Total-fat in plasma minus cholesterol in 
p 
Corps.: 
(100 X T.F.A. in W.B.) —(% pl. in blood T.F.A. in pl.) 
% corpuscles in olood 


Lec. and Chol. in eps. are estimated by a 
formula similar to the last. 


Glycerides. 
Pl: T.F.A.—(.7 —(.4 chol.); result 1.05 


Ratios are found by simple division. 
Total Lipoids in Pl. (Total-ether-soluble or 
total-fat of other investigators): is the value 


Reading of standard 2.3 


often given by earlier workers, and for com- 
parison is, therefore, here calculated: 

Lecithin in plasma + 1.4 X cholesterol in 
plasma + glycerides in plasma: 

The reason for 1.4 rather than simply 1 is 
that the extra 0.4 X C represents the fatty acid 
combined with cholesterol. Assuming that the 
principal ester is cholesterol-oleate, the theory 
for the factor is: 


Oleic acid .......... C,,H,,0 
Cholesterol 21 Hy, H 


Mauthner and Suida, cit. by Mathews, A. P.: Physio- 
logical » New York, Wood, 1915, p. 85. 
Now these combine in proportion to their 

molecular weights: 

Fatty acids (oleic) 282 
Cholesterol ™ 386 


Cholesterol as ester 0.55 (cf. Table VI X 
total-cholesterol (usual cholesterol determina- 
tion, and therefore called simply ‘‘cholesterol’’ 
throughout this paper). 


Fatty acid combined as cholesterol ester = 


282 
356 x 0.55 * Chol. = 0.40 X cholesterol 
Tasre VI. 
PER CENT. OF TOTAL-CHOLESTEROL OCCURRING as ESTER. 
OnioinaL Figures Ars WuHo.g BLoop PLasMa 
Hers Co Ons 
Averace Bott Sexgs No.or Av.% NO.OF Ave. % 
Srec. Spgc. 
Normal ...........+. 11 34 26 58 
Diabetic ........... 7 47 18 55 


Bloor, W. R., and Knudson, A.: Jour. Biol, Chem., 
February, 1917, xxix, 7. 


Although it has been necessary to omit the 
Table of Basal Figures to which the following 
notes pertain, their retention has seemed of pos- 
sible value: 


I. As a check, the lecithin in the corpuscles 
has been multiplied by 0.70, giving the theoret- 
ical amount of fatty acid in the corpuscles com- 
bined with the phosphatides alone. The value 
for the total fatty acids in the corpuscles should, 
of course, cover this, in fact theoretically should 
cover also the fatty acid combined in the glycer- 
ides. No attempt has been made to consider the 
latter, but when the quotient (0.7 X lecithin in 
the corpuscles) is too large, the procedure has 
been either to 


1. Do a duplicate determination, marked D, 


or to 

2. Correct, C, by plus or minus 3% (which 
is roughly the limit of error) any or all of the 6 
determined values. The least inconvenient way 
of doing this has seemed to take one, or if nec- 
sary more, of the following 3 steps: 


M.W. 282 
M.W. 386 
| 
| 
| CHECKS. 


52 


BOSTON MEDICAL AND SURGICAL JOURNAL 


[Januaky 10, 1918 


1. Total-Fat: Increase value in whole blood 
and decrease in plasma. 

2. Cholesterol: Decrease 
blood and increase in plasma. 

3. Lecithin: Decrease value in whole blood 
and increase in plasma. 


If even then the total fatty acid in the cor- 
puscles is not larger than U.i X lecithin in the 
corpuscles, then we can only say that all possible 
corrections have been made, but without obtain- 
ing the values which we should expect. These 
denciencies have been marked ‘‘!’’ Some of the 
factors responsible may be: 


1. That the values in question are calculated. 

2. Low percentage of corpuscles in the pa- 
tient’s blood. 

3. High total-fat values. 

4. ‘Ihe smali amount of glycerides ordinarily 
present in corpuscles. 

do. ‘hat in the nephelometric part of the 
total-fat method cholesterol may read diiferently 
from fatty-acid. 

6. Lecitiun may possibly in some instances 
be combined with oue moiecule of fatiy acid 
instead of two. 7 


Ill. Whether values for the various lipoids 
are always higher in plasma than in corpuscles 
is a point of some interest. An invariable rule 
would be a second convenient check on one’s 
accuracy. A rule may be stated as follows: 

Total-Fat: In whole blood (1.¢., corpuscles) 
less than plasma. 

Cholesterol: in whole blood less than plasma. 

Lecithin: In whole blood more than plasma. 


Unfortunately there are exceptions, i.e., the 
reverse being true, as listed in Table Vil. In 
each of the three methods several pairs of whole 
blood and plasma have been duplicated, in 
order to make certain that the exception was 
not accidental. ‘This possibility is suggested by 
the obvious fact that many of the pairs of val- 
ues are so near alike that they could be moulded 
Procrustean-like to the rule by correcting with- 
in the limit of error. 


value in whole 


VII. 
CHECK II, 
ToTaL-FaT CHOoL. Lec. 
No. of exceptions ......... 5 19 27 
No. of determinations .... 116 116 114 
Frequency of exceptions in 
per cent. of determinations 4% 16% 24% 


From Table VII the rule appears of value as 

a check only on the total-fat method, with which 

only 4% of determinations break the rule. In 

116 cholesterols there were 19 exceptions, 1.e., 

W.B. greater than plasma; a marked contrast to 

Henes’ finding of no exceptions in more than 
00 cases. 


Henes, E.: Proc. N. Y. Path. Soc., December, 1913, 
N. 8S. xiii, 155-170. 


The physiian will say, Cannot these six de- 
terminations be reduced to one, i.e., using only 


one of the three methods on either whole blood 
or plasma? 


WHOLE BLOOD OR PLASMA, WHICH ? 


The former seems to me the better. 
The considerations are given in Table VIII. 
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TOTAL-FAT, CHOLESTEROL, OR LECITHIN—-WHICH ? 


What one method, the clinician will ask, is 
the most practical? Certainly not lecithin, be- 
cause: 

m. Its simplicity is least of the three meth- 

s. 

2. Its speed is least of the three methods. 

3. Its significance is least of the three meth- 
ods, inasmuch as the diabetic values rise least 
above the normal average. 

Of the other two methods the ‘‘total-fat’’ 
seems to me the better, principally because: 

1. Its speed (in my hands at least) is great- 
er. 
2. Its threshold between normal and dia- 
betie is moderately definite. 

3. Its diabetic rise above the normal average 
is greater, thereby giving the largest scale by 
which to judge degree of the lipemia. 

4. It represents 91% of the total lipoids, 
alike in the 3 clinical groupings of mild, mod- 
erate, severe. The lowest per cent. was 88, in 
the moderate and also the severe groups; the 
highest 96, in the mild group. 

All the considerations are given in Table IX. 
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Taste IX, 
CHOICE OF METHOD: TOTAL-FAT, CHOLESTEROL, OR LECITHIN. 
INSTRUMENT TOTAL-Fat CHOLESTEROL LECITHIN 
Name Nephelometer Colorimeter Nephelometer 
Accessibility = = = 
Familiarity + 
Ease of Use + 
HOD 
Simplicity = = Less 
Speed: samples of extract 
per 24 16 12 
variation + 
Accuracy from mean 45 3.5 3.6 
No. of samples 118 66 60 
duplicated 
Bloor Conversion Acetic Anhydride 
Attachment &6 more than $2 a Ib. 
Chloroform more 
than $1 a Ib. 
Specificity: no. of substan- 3 1 1 
ces determined 
RESULTING VALUES 
Familiarity > 
Diabetic threshold +> 
Diabetic B. 16 7 3 
Normal aver. Pi. 25 10 5 
% of total lipoids 1 
THRESHOLD. | TABLE X. 
| 
A border line between normal and diabetic Bioop Sucas NosMaL Maxruum. 
values is worth establishing, even approxi- 0.194 1900 
mately. That it can be absolutely defined Frank 0.165 1910 
unlikely both @ priori and also judging by the 
attempts that have been made to set a sharp) = Schumm and Hegler ........ 0.130 ? 
line for blood sugar. | 0.130 1914 
| Schirokauer ................ 0.120 1912 
A threshold may be looked for as the level of. Freund and Marchand ...... 0.120 1913 
a substance in the blood above which it either: 
1. Signifies excess over physiological normal and Blaivas ...... 0120 1917 
variation, Cummings and Piness ....... 0.120 1917 
2. Goes further and is excreted by the kid- 0138 
0.110 ? 
BLOOD GLUCOSE PER CENT. 0.110 
K TTT TTT 0.110 1 
The blood-sugar threshold, for instance, by Tewis and Benedict 0110 1915 
criterion 1, hyperglycemia, is at the present at 0.110 1917 
time regarded as about 0.11%. That this value Epstein and Aschner ........ ror be 
is only approximate is evident from the varia- ses 
tions in Table X, which may be due to: Hopkins ..........++: ciuoieds 0.100 1915 
0.096 1907 . 
1. The variety of methods employed, both hair cee Oppermann ....... 0.088 1912 
for removal of proteins and for ——_— 7. 
In general, as Rolly and Oppermann have) on J.: Die Zuckerbildung im Thierkirper, 1900, 
pointed out, those methods which determine “ Rertin, 105. | 
blood sugar by reduction generally give lower prank, F£.: ther einige Grundtatsachen aus der 


values than those which analyze it colorimet- 
rically. 
2. The use of plasma by a few investigators. 
3. The occasional fixing by an author of a 
normal ‘‘maximum,’’ while he publishes simul- 
taneously a still higher value in what he calls a 


normal person. The latter figure has been pre- 
ferred in compiling the table. 


Physiologie des Blutzuckers nebst methodischen 
Vorbemerkungen, Z. physion. Chem., 1910-11, Ixx, 
129 

Taylor, A. E., and Hulton, F.: On the Estimation of 
Non-Protein Nitrogen and Glucose in Finger Blood, 
Journ. Biol. Chem., 1915, xxii, 63. 

Strouse, S., Stein, I. F., and Wiseley, A.: The Accu- 
rate Clinical Study of Blood-Sugar, Bull. Johns 
Hopkins Hosp., 1915, xxvi, 211. 


| 
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Schumm, 0O., Hegler, C.: Mitteilungen aus den BLOOD LIPOIDS PER CENT. 
Hamburgischen Staatskrank talten 12, Hft. 13. 


Michaelis, L.: Eine Mikroanalyse des Zuckers im 
Blut, Bioch. Z., 1914, lix, 166. 

Schirokauer, H.: Zur Methodik der Blutzuckerbe- 
stimmung, Berl. klin. Woch., 1912, xlix, 1783-1785. 

Freund, H., and Marchand, F.: Uber das Verhalten 
des Blutzuckers im Fieber, Deutsches Arch, f. klin. 
Med., 1913, cx, 120. 

Foster, N. B.: Diabetes Mellitus, Lippincott, Phila. 
and London, 1915, 120. 

Gettler, A. O., and Baker, W.: Microanalysis of 
Normal Blood, Journ. Biol. Chem., 1916, xxv, 211. 

Gradwohl, R. B. H., and Blaivas, A. J.: Blood and 
Urine Chemistry, Mosby, St. Louis, 1917, 142. 

Cummings, R., and Piness, G.: A Study of Blood 
Sugar, Arch, Int. Med., May, 1917, xix, 777-785. 

Jacobsen, A. T. B.: Untersuchungen tiber den 
Einfluss verschiedener Nahrungsmittel auf den 
Blutzucker bei normalen, zuckerkranken und gravi- 
den Personen, Bioch. Z., 1913, lvi, 471. 

Purjesz, B.: Der Blutzuckergehalt unter normalen 
und pathologischen Verhiltnissen, Wien. klin. Wch., 
1913, xxvi, 1420. 

Klemperer: Cit. by Naunyn and Bang. 

Bang, I.: Der Blutzucker, Wiesbaden, 1913, p. 30. 

—e A.: Deutsche med. Weh., 1913, xxxix, 

Lewis, R. C.. and Benedict, S. R.: A Method for 
the Estimation of Sugar in Small Quantities of 
Blood, Journ. Biol. Chem., January, 1915, xx, 61-72. 

Joslin, E. P.: The Treatment of Diabetes Mellitus, 
yy and Febiger, Phila. and New York, Ed. 2, 1917. 


Epstein, A. A., and Aschner, P. W.: Effect of Surgi- 
cal Procedures on the Blood Sugar Content, Journ. 
Biol. Chem., May, 1916, xxv, 151-162. 

Liefmann, E., and Stern, R.: ther Glykaemie und 
Glykosurie, Biochem. Z., 1906, 1, 299. 

eee, Der Diabetes Melitus, 1906, Wien, Ed. 


2, p. 

Hopkins, A. H.: Studies in the Concentration of 
Blood-Sugar in Health and Disease, Am. Journ. 
Med. Sci., February, 1915, cxlix, 256. 

Hollinger, A.: Wher Hyperglykiimie bei Fieher, 
Deutsches Arch. f. klin. Med., 1907-1908, xcii, 217. 

Rolly, F., and Oppermann, F.: Der. Blutzuckergehalt 
bei gesunden Menschen unter physiologischen Bed- 
ingungen, Biochem. Z., 1912-1913, xlviii, 187. 


The blood-sugar threshold by criterion 2, the 
usual one of renal permeability or glycosuria, 
has been given as 0.14%, or 0.149 to 0.164%,? 
or even as high as ‘‘rather accurately between 
9.17 and 0.18%.’’8 

Whatever may be accepted as the permea- 
bility threshold in normals, unfortunately in 
diabetes this will often fail us, owing to the 
peculiar but not infrequent renal block, i.e., val- 
ues as high as 0.28%,* or 0.40,°, or even 0.50%,* 
and still no glycosuria. 

i. 
‘Martin, C. F., and Mason, E. H.: Observations on 
the Starvation Treatment of Diabetes, Am. Jour. of 

Med. Sci., January, 1917, cliii, 50. 

*Foster, N. B., and Davis, H.: The Threshold of 

hves Meeti ashing- 
ton, 1916, p. BS. ” 
*Hamman, L., and Hirschmann, I.: The Renal 
Threshold for Glucose, ibid., p. 27. 
* Martin: ¢. 
*Allen, F. M.: The Réle of Fat in Diabetes, Am. 
Jour. Med. Sci., March, 1917, cliii, 352. 
* Joslin, E. P.: Ll c., p. 90. 


A lipoid threshold has not been sought by cri- 
terion 2, lipuria, because of the scarcity of fig- 
ures on urinary lipoids. From the hyperlipemia 
viewpoint, however, I was much interested to 
see that in Bloor’s figures the only places where 
the lowest diabetic value remained higher than 
the highest normal were in the total fatty acid 
in whole blood and plasma for his series of 20 
men. In these two columns, furthermore, the 
threshold was as beautiful as could be wished. 


Taste XI. 
THRESHOLD SUGGESTED BY BLoor’s FIGURES. 


Torat Fatry Actp 
Whore Bioop Prasma 
0.41 0.46 
0.41 0.43 


Lowest diabetic value 
Highest normal value (men) 


This observation is essentially supported by 
the series here presented in Table XII. As 
might be expected from the fact that this serier 
is three times as large, the threshold is less ab- 
solute, i.¢e., there is some overlapping in every 
eolumn. As in Table XTT, the most distinct 
division is in the total fatty acid in the plasma, 
where there is the minimum both of: 

1. Overlap, and of 

Ma Exceptions, i.e., diabetics below the thresh- 
old. 


The next most distinct, again as in Table 
XII, is in total fatty acid in the whole blood. 

From both these tables, therefore, total fatty 
acid in the plasma is the nearest determination ; 
but the most practical in my opinion is the 
**total-fat’’ in whole blood because: 

1. Total-fat is a single determination, while 
total-fatty-acid requires two determinations and 
a caleulation. 

2. Though the extent of the overlap in any 
ease may be greater with total-fat than total- 
fatty-acid, still these overlap cases are rare. 

3. Though the number of the overlap cases 
occurring in 124 specimens is greater with total- 
fat in whole blood than total-fatty-acid in 
plasma, 7% vs. 4%, the difference is not great 
enough to outweigh other advantages stated in 
1. Incidentally, this low number of exceptions, 
4%, may be emphasized as showing what a 
rest proportion of diabetics have normal blood 
ipoids. 

4. The total-fat threshold in whole blood is 
preferable to that in plasma since fewer dia- 
beties fall below it, and also because of the 
greater simplicity of using whole blood, as men- 
tioned elsewhere. 


Accordingly, the threshold suggested, i.e., by 
Bloor’s fat-method on whole blood, would be 
the highest value reported by that method. It 
is at present 0.67% in the same investigator’s 
series of a score of apparently normal people. 
This threshold is considerably less clear-cut than 
that for blood sugar, but still seems sufficiently 
definite to give promise of bedside value. 
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Clinical Department. 


VENTRAL FIXATION OF THE UTERUS, 
CAUSING DYSTOCIA. RUPTURED 
UTERUS FOLLOWING VERSION FOR 
TRANSVERSE PRESENTATION. HYS- 


TERECTOMY AND RECOVERY.  RE- 
PORT OF A CASE. 


| By L. E. Puaneur, M.D., Boston, 


Assistant in Gynecology, Tufts College Medical School; 

Assistant Visiting Gynecologist, Carney Hospital ; 

| Assistant Visiting Obstetrician, St. Elizabeth's 
Hospital. 


| 

Mrs. 1. M. D., 34 years old, married 10 years, 
housewife, born inePrince Edward Island. Family 
History, negative. Vast History: operated upon 
three years previously for appendicitis, and retro- 
position of the uterus; otherwise negative. Men- 
_strual History, negative. Marital History: married 
ten years; one girl nine years old; twins, two boys 
‘seven years old; one stillborn child three years pre- 
viously, at seven and a half months of pregnancy; 
no \eeeenee Labors, normal. Puerperia, nor- 
ma 

‘lhe patient, seen at her home in consultation 
with Dr. Daniel J. Harrington, on July 12, 1916, 
was then in active labor. ‘the position was trans- 
verse, the membranes ruptured, and the cord pro- 
lapsing. ‘The cervix was soft and about half di- 
lated; it was also directed backwards and hard to 
reach. ‘The fetal heart rate was 120, sounds of fair 
quality. ‘There was no marked elevation of the 
mother’s pulse, although she complained of being 
very weak and tired. The measurements of the 
bony pelvis were normal, 

‘The patient was removed to a near-by hospital, 

and prepared for delivery per vaginam. After be- 
ing etherized and catheterized, on examination the 
cervix was found to dilate very easily, although it 
was abnormally high, the fundus being held firmly 
against the abdominal wall. The cord had now 
stopped pulsating. 
_ ‘The cervix was dilated manually, and offered no 
resistance to palpation. On introducing the hand 
in the uterus no contraction ring was found, and 
the uterus was not firmly contracted on the fetus. 

A foot was easily brought down, and a slow 
breech extraction performed. There was no diffi- 
culty with the after-coming head, practically no 
suprapubic assistance being required. The baby’s 
heart was not beating at birth. 

The hand was introduced into the vagina for 
examination of the cervix, as is customary after 
versions. The uterus was found ruptured on the 
right, the rent being about eight inches long, ex- 
tending to the posterior peritoneum of the broad 
ligament, but not thro it. The patient was 
bleeding profusely. 


No threshold is noticeable in either of the, A quick manual extraction of the placenta was 
other two methods, lecithin or cholesterol, both done, and the patient quickly p for a coeli- 


of which are excessively unsatisfactory in beta | The abdomen was opened by an incision five 


respects : 
1. Extent of overlapping. 
. Frequency of overlapping (38-64). 
None of the calculated values are helpful. 


(To be continued.) 


inches long, over the old scar. The fundus of 

uterus was found tightly adherent to the abdominal 
wall; there were also numerous omental adhesions 
about the uterus. The uterus was freed from sur- 


rounding adhesions, and the ovarian and uterine 


. 
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vessels on the right were —_ clamped. A supra- 
vaginal hysterectomy with double salpingo-odphor- 
ectomy was performed. The raw areas were quickly 
covered with peritoneum, and a gauze drain was 
passed through the vagina. The abdominal wall 
was sutured in layers, and a cigarette drain to the 
pelvis was allowed to come out at the inferior 
angle of the incision. ; 

The patient was returned to her room in fair 
condition; she was put on the Murphy drip, and 
digalen mxv. was given every four hours hypoder- 


mically. 

July 12, 1916, the noon temperature was 109, 
pulse 96. She complained of shght pain in the ab- 
domen; 8 p.m. the same day the pulse was 96. July 
13, 1916, the vaginal drain was removed; no bleed- 
ing present; slight distention, relieved by a high 
compound enema. July 15, 1916, cigarette drain 
removed; the patient feels well. July 21, 1916, 
stitches removed; the incision s healed except for 
the drainage tract, which is filling in fast. July 
25, 1916, the patient out of bed on the 13th day 
after operation. August 1, 1916, Discharge Note— 
The abdominal incision is well healed, except for a 
small, superficial, granulating area in the drainage 
tract; no induration, no tenderness. The vaginal 
examination presents a healed slight laceration of 
the perineum; the vaginal drainage area is well 
healed; the cervix is high; there are no masses or 
areas of tenderness in the pelvis. August 1, 1916, 
discharged from the hospital. December 6, 1916, 
the patient reports that she is doing her housework, 
and feels well, except for an occasional backache. 
June 4, 1917, the patient has continued to improve, 
feels well, and does her housework without any dis- 
comfort. 

CONCLUSIONS, 


The operation which was performed for retro- 
position, three years previously, had apparently 
been intended to be a Kelly ventral suspension. 
The latter operation consists of suturing tha 
fundus of the uterus to the parietal peritoneum, 
allowing a central ligament to form, which holds 
the uterus in a forward position. This latter 
procedure does not interfere with labor, when 
properly performed. At the present time the 
round ligament suspensions have largely re- 
placed it. 

The result in this ease proved to be a ventral 
fixation, which represents an entirely different’ 
condition, and which practically always inter- 
feres with labor. In the operation for fixation, 
as the name implies, the fundus of the uterus 
is fixed to the abdominal wall. 

Had the case been seen earlier in labor, or 
even before the rupture of the membranes, an 
abdominal Casearean section would have been, 
in my mind, the operation of choice. This, 
however, was out of the question when the pa- 
tient was seen, firstly, on account of the condi- 
tions noted above, and secondly, because she 
sent for her physician only when well advanced 
in labor, so that he recognized the prolapsed 
cord upon his arrival. 

* The fact that the patient was sent to the hos- 
pital for immediate delivery, the readiness with 
which she was prepared for a coeliotomy, with 


the subsequent saving of blood, were largely re- 


sponsible for her easy convalescence, and com- 
plete and rapid recovery. : 
The writer has had the opportunity of wit- 
nessing and assisting Dr. James W. Markoe of 
the New York Lying-in Hospital, in a hysterec- 
tomy for ruptured uterus with satisfactory re- 
covery. Dr. Ross McPherson in the Bulletin of 
the same institution, April, 1916, reports a case 
of spontaneous rupture of the uterus treated by 
hysterectomy. The patient also recovered. 


Medical Progress. 


REPORT OF PROGRESS IN OPHTHAL- 
MOLOGY. 
By Epmunp W. Crap, M.D., Boston. 
HYPOPYON KERATITIS. 


VERHOEFF discusses the various forms of 
treatment recommended for hypopyon keratitis. 
This is due most often to the pneumococecus and 
next in frequency caused by the diplobacilli. 
The author’s method of treatment is as follows: 
With the patient lying down and a speculum in 
the eye, the ulcer is brought to face directly up- 
ward. With a Beer's knife incisions are made 
in the ulcer as deep as possible without entering 
the anterior chamber. A crucial incision is 
made in small ulcers; in large ones, in addition, 
radiating incisions are made. The infiltrated 
border of the ulcer is curetted with the point 
of the knife, and the surface of the cornea about 
the ulcer dried with small, dry swabs of sterile 
cotton. A concentrated Lugal’s solution— 
iodine 25, potassium iodide 50, and water 100— 
is applied on a cotton-tipped toothpick to the 
uleer, and after this is moistened a pool is 
formed in the ulcer and allowed to remain five 
minutes and then flushed out by a jet of boric 
acid solution. A rubber bulb with this solution 
should be in readiness in case the patient 
moves the eye, for the iodine solution injures 
the epithelium of the cornea. In cases of small 
uleers the Lugal’s solution is applied without 
making the incisions, depending on severity of 
the infection; when in doubt the incisions 
should be made, because when the ulcer heals 
no trace of them remains. In rapidly progres- 
sive cases Verhoeff makes a small puncture 
through the center of the ulcer with the Beer’s 
knife. The puncture is not large enough to 
evacuate the hypopyon, and that remains to 
hold iris and lens away from the opening. 
This puncture causes some pain. Bandage, mer- 
curiec chlorid ointment, and atropine are used 
as after-treatment. If no improvement ap- 


pears in seventy-two hours the treatment should 
be repeated. Forty-two cases were treated in 
this way. The process was checked in all but 
5 eases, these having one-half to two-thirds of 
the corneal surface involved. The average age 
of the patients with small ulcers was 39 years; 
of the patients with larger ulcers, 50 years. 
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ANISOCORIA. | 
Tarun examined 3610 patients as to in- 
equality in size of pupils. He has the patient 
seated in a dark room at least two minutes and 
reflects the light from a plane mirror at a dis- 
tance of one meter, rapidly shifting from one 
eye to the other. A difference in size of the 
pupil can readily be recognized. In refraction 
eases having no intraocular lesion, 18.54% were 
anisocorie and the left pupil larger in 54% of 
these. Of myopic cases the greater myopia had 
no especial influence on size of pupil. From 
statistics of various reports, the author finds 
that in 66% mydriasis is more frequent on the 
affected side in lung and pleural affections. 
From 18% anisocoria in normal eyes we pass to 
a maximum of 70% in Argyll-Robertson pupil. 
The author concludes that inequality of the 
pupil is of little importance when the pupils are 
active to light and when there is only a slight 
difference in size, and in some cases even where 
a marked difference exists. But if there is re- 
flex rigidity or sluggishness, then inequality in 
size is of great diagnostic value. 


TETANUS FROM WOUNDS OF THE EYE. 


From a review by Thompson and Stephenson 
we gather the following about tetanus due to. 
wounds of the eye. Goetz concludes that it is’ 
rare, but reports 50 cases in wounds of the eye-, 
ball, orbit, eyebrows, upper lid, lower lid and 
conjunctiva, in this order of frequency. In- 
fection due to wounds by earth or by equine de- 
jecta, rarely operative. Prognosis is grave in 
proportion to: (1) rapidity of onset, (2) depth 
and degree of contamination of wound (3) late- 
ness of beginning serum treatment. Schneider 
estimates 60 cases observed between 1816-1916 
and reports 2. Trismus, difficulty in swallowing 
and paralysis of cranial nerves are early symp- 
toms, and diagnosis is often overlooked by the 
ophthalmic surgeon. Schneider cites 19 cases 
where the wound of entrance was the eyeball, 
and of these 9 were due to a blow from a whip. 


Four cases followed operations on the eye. Of) 
the 19 cases only 3 recovered. 


TRACHOMA. 


Gifford calls attention to occlusion of the in- 
ner end of the canaliculus in old trachoma. He 
tried 15 cases and found only one in which at 
least one of the canaliculi was not occluded. 
Generally all four are found to be in this condi- 
tion, with from one to four dilated and contain- 
ing pus. Occasionally a canaliculus is occluded 
at both ends with a dilated pus-holding portion 
between them. In such cases the tear-point may 
look normal, but if a dilator be passed into the 
canal and withdrawn pus will be seen to follow 
it. This condition often is supposed to be a 
dilated tear sae full of pus. There is so much 
else wrong with lids and cornea that the lachry- 


‘may be 


tions. 


mation is looked upon as a result of the irritable 


cornea, and yet the recurrent corneal ulceration 
due to repeated infection from this 
source. The suppuration will cease if the 
canaliculi are slit up and kept open and a zine 
colyrium used. It is difficult to maintain an 
opening into the tear sac, but there is no dis- 
advantage in allowing the connection with the 
sac to remain closed. The nasal duct is not, as 
a rule, obstructed. 


SPASM OF ACCOMMODATION. 


Paton reports two cases of that rare condi- 
tion—functional spasm of accommodation. He 
does not mean by this the tonic contraction oc- 
curring in hypermetropia to compensate the re- 
fractive error, but a sudden development in one 
or both eyes of a high degree of apparent my- 
opia, which disappears under atropine. It may 
be continuous or clonic, and may be associated 
with spasm of other ocular muscles. In one pa- 
tient at 5 years of age there was 1.50 D. hyper- 
metropia in each eye, with occasional convergent 
strabismus. At 15 there had developed divergent 
strabismus of the left eye, which was tenotomized. 
A few months later refraction was about —75 
right and —2 left eye. Four months later my- 
opia of —7 right and —9 left, and this varied. 
Under atropine, right —5, left —1, but the 
spasm of accommodation reappeared when atro- 
pine was omitted. Since then her eyes vary 
from slight spasm up to —9 or —10 D. The 
second case was in a soldier seen 5 months after 
a slight concussion of the brain. 


ASTEROID HYALITIS (T. B. HOLLOWAY). 


Under this name Benson described snow-white 
globular opacities in the vitreous. These spots 
are globular, many ellipsoid and dull white, not 


shining like cholesterin. A few have a project- 
ing spur, while white strands are also noted. 


The movement of these opacities is sometimes 
very slight, sometimes extensive on movement of 


the eye, but they do not settle to the bottom of 


the vitreous, but return to their original posi- 
They may be in certain areas or the 
whole vitreous may be studded with them. 
Vision is affected very little, even where the 
vitreous is abundantly filled with these opacities. 
They do not seem to be cholesterin, though they 
may be formed at some stage of the same proc- 
ess that produces cholesterin. Synchysis scin- 
tillans is a condition of advanced years ascribed 
to diseases of the liver, arthritis, alcoholism, 
syphilis and arteriosclerosis. It has been found 
with uveitis, affections of retina, changes in 
optic nerve, glaucoma, and traumatic detach- 
ment of the retina. Among the reports of syn- 
chysis scintillans several cases of this snowhall 
type are reported, once with the bright chol- 
esterin crystals present, too. The author re- 
ports four cases and says probably other cases 
have been grouped with true synchysis scintil- 
lans. The etiology is unknown, but apparently 
hypercholesterolemia has no relation to it. 
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END-RESULTS IN INTERSTITIAL KERATITIS. 


Derby examined 96 cases of interstitial kera- 


HETEROCHROMIA IRIDIS C. ELLETT). 


This is a condition in which the whole iris of | Derb, 
one eye is of the same color, but the color is titis with regard to the end-result, and 94 of 
different from that of the other eye. This con- these had the disease in both eyes. Except in a 
dition, not rare, usually in brunettes, is noticed very few instances the inflammation had come 
at birth or before maturity in the majority of to an end at least two years previously, so that 
eases. The difference in color may arise either the visual results may be regarded as reasonably 
from absence of pigmentation on one eye or permanent. Corneal opacity of greater or less 
from destruction of pigment through some density was seen in 168 eyes, while in 14 none 
pathologic process. The lighter colored eye is was observed. Of 186 eyes examined for blood 
the one almost without exception where the vessels in the cornea 171 showed them. Poste- 
pathologie process occurs. These changes are: rior synechiae were present in 62 eyes. In 4 
(1) low-grade cyclitis, limited to vitreous opac- eyes slight opacity of the lens was left. Vitreous 
ities and occasionally deposits on back of cor- opacities were seen in 11 eyes, but in 38, either 
nea; (2) development of cataract; (3) oceur-| from contracted pupil or corneal scars, this ex- 
rence of glaucoma simplex rarely. The under- amination could not be made. In 148 eyes 81 
lying cause has been supposed to be a lesion of showed lesions of chorioid and retina, mostly 
the cervical sympathetic, but experimental work disseminated rounded lesions in the equatorial 
has not shown much influence of the sympa- region. As to vision, the patient, usually a 


thetic on the eye, nor have injuries of the cer- 


vical sympathetic been followed by this condi- 


tion. Of eourse a chronie uveal inflammation 


would account for the change in color of the. 


iris, and pathological examination has shown 
many cases to be due to chronic iridocyelitis. 
Cases of uveitis with increase of tension are 
sometimes helped by atropine, but others oceur 
where this drug increases the tension. 
thor reports in detail 12 cases, 5 of them with 
glaucoma. 


MYOPIA. 


From the British Journal of Ophthalmology 
we take the following review of work on myopia. 
Koster thinks school myopia is caused by hered- 
ity and over-exertion. These eyes are suffering 
from a chronic sight chorio-retinitis. By effort 
of accommodation the eyes are made hyperemic 
and the posterior part of the globe becomes 
ectatic. Pollock employs prolonged use of atro- 
pine in treating myopia, and has observed not 
only no increase in many cases, but also some 
eases of actual decrease in the myopia. On the 
other hand, Sidler-Huguerin thinks that myopia 
cannot be arrested nor its degenerative changes 
stopped. His study of 4000 myopia patients 
revealed disease of the macula in 218, and of 
these the myopia was less than 10 D in 49. 
Corneal maculae were found in 187. The writer 
thinks that myopia gradually increases, what- 
ever we do to combat it, and that full correction 
is not always capable of preventing the increase. 
From radiographs he has satisfied himself that 
there is no close relationship between the con- 
tents of the orbit on one side and the refraction 
of the eye on the same side. He reports a series 
of 150 anisometropes, each of whom used prac- 
tically only one eye. These patients gradually 
became more and more myopic in the worse eve. 
which was not used. He considers heredity as 
the most important factor in myopia, and thinks 
the only remedy is in proper selection of indi- 
viduals for marriage. 


The 


child, may have one good eye, so that statistics 
as to the number of eyes defective may be mis- 
leading. From the standpoint of education, 24 
children would have the same chance as a nor- 
mal child; 25 more could study normally, but 
might be handicapped in choosing an ocecupa- 
tion; 20 or possibly more would have to be edu- 
eated in special classes or in institutions for the 
blind, as certainly the remaining five would be. 
Of course myopia may develop later; it was 
noted in 19 of 80 cases. Igersheimer’s statistics 
are worse than this; 40% of his cases had a 
vision of less than 2/10. Derby believes the 
great majority of cases of interstitial keratitis 
are due to inherited syphilis, and that recur- 
-rences do occur, and that specific treatment 
should be used for the future good of the pa- 
tient, if not to control the eye disease. 


EFFECTS OF RADIANT ENERGY ON THE EYE. 


_ Verhoeff and Bell have made an exhaustive 
experimental investigation into the pathological 
effects of radiant energy on the eye This val- 
uable work does not lend itself to abstraction 
but should be read in full, but some conclusions 
of interest to the ophthalmie surgeon may be 
quoted. The authors set out to discover what 
pathological effects can be produced in the 
structures of the eye by exposure to artificial 
or natural sources of light. viz., by radiant en- 
ergy of medium wave-lengths from the infra- 
red to the ultra-violet. The authors show that 
no injury to the retina can occur from ultra- 
violet light, even from the most severe expo- 
sures. Thermic effects from any source are not 
to be considered as no one could bear extreme 
heat radiation on the external eye long enough 
to produce damage. Using sources of light em- 
ployed for practical lighting, but of immensely 
greater intensity than would ordinarily be used, 
they found no chance of damage to the retina. 
The heavy ares for welding; furnaces and short 
circuits, and posibly searchlights, present the 
only danger from the standpoint of thermic ef. 
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fects. No sources used for lighting can be called ject, including prognosis and _ treatment. 
dangerous. Brilliant sources of light are dis- Against the commoner conditions with which the 
agreeable and produce temporary scotomata, number is mainly concerned, two very unusual 
disturbances of color vision, annoying after- conditions presented by Dr. Hamman, one, 
images and fatigue, but as regards definite ‘‘dermoid cyst of the mediastinum,’’ two, ‘‘Mil- 
pathological effects or permanent impairment of roy’s Disease’’ stand in contrast. 

vision from exposure to luminous rays, nothing The number closes with some gastro-intestinal 
of a positive nature was found, either clinically otes by Dr. Thomas R. Brown concerning 
or experimentally. The injury to the retina in ‘‘gastroptosis,’’ ‘‘chronie appendix,’’ and the 
eclipse blindness is entirely thermic, due to con- ™edical after-care of surgical patients following 
centration of solar energy by the refracting #bdominal operation. 

system of the eye, and is not due to ultra-violet _ A gratifying feature of this excellent number 
rays. Glass-blower’s cataract is due not to '5 the incorporation in some of the papers of a 
ultra-violet light, but probably to the overheat-| »rief and up-to-date bibliography. 

ing of the eye as a whole, with consequent dis- The September, Philadelphia, Number con- 
turbed nutrition of the lens. The lens screens ‘@!ms papers and clinics from sixteen authors, 
the retina from abiotic radiations, so that pro- (tawn from various Philadelphia hospitals and 
tective glasses for this purpose are superfluous. | clinies. It is impossible to comment on all the 
The question of protective glasses for the ordi- i"teresting material, but attention may be called 
nary individual is answered by choosing those to the contribution of Dr. Pancoast on ‘‘The 
best adapted to obviate the sensations arising Diagnosis of P ulmonary Tubereulosis by the 
from too strong illumination; any glass that re-. Roentgen Ray, _Well illustrated by skiagrams 
duces light will do, but preferably a glass that 8 an excellent discussion and a clear statement 
transmits light chiefly in the middle of the spec-. of what x-ray may be expected to do, and also 
trum for which the eye is customarily focused. '*S limitation in this condition. 

The color of the glass is of little importance. Dr. MeCrae’s paper on “‘Aortitis’’ calls at- 
Glasses absorbing at both ends of the spectrum tention to the importance of infectious diseases 
so as to bring the strongest light in the region 28 &@ frequent cause, and emphasizes the two 
of greatest luminosity, viz., the yellow-green, are teat tendencies to regard syphilis as the sole 
perhaps to be preferred. etiological factor. 

Dr. Schamberg contributes a short but com- 
prehensive paper on ‘‘The Causes of Reaction 
after Salvarsan.’’ 

Dr. Kolmer’s discussion of ‘‘The Diagnostic 
Book Reviews. Value of Examination of the Cerebrospinal 
Fluid’’ describes clearly the worth-while tests 


and their significance. 
The Medical Clinics of North America. July On the whole, it is fair to say that the ex- 


and September, 1917, pp. 193 and 269. Phila-  cellence of the first number has been maintained, 
delphia and London: W. B. Saunders Com- and if the same standard is carried out, the 
pany. series will make a valuable addition to this class 


f medical publication. 
The initial number, July, 1917, of this new Se eee 


publication in the field of medical clinies super- 
sedes the older Medical Clinics of Chicago, the 2%¢ Surgical Clinics of Chicago. October, = 
final number of which appeared in May, 1917. — Vol. I, No. 5. With 84 illustrations. 

The plan of this new periodical is unique in lished bi-monthly. Philadelphia and Lon- 
that it calls for a bi-monthly magazine, each don. W. B. Saunders Company. 
number to contain a collection of papers and : 
post-graduate clinic from one of the great med-| This paper volume, in the usual shape, con- 
ical centers of the country. tains 100 pages, and cases from 16 surgical 

The first, the Johns Hopkins Number, con- clinies in Chicago; it includes the well-known 
tains contributions by Doctors Janeway, Barker, names of Bevan, Ochsner, Ridlon, Halstead, 
Mosenthal, Futcher, Hamman and Brown. The Harris, Wyllys Andrews, Phemister, Percy, 
papers cover a wide range of internal medicine, | Beck, Eisendrath and Speed, and other equally 
and the subjects are handled in an essertially = though possibly not so widely known, op- 

ractical and informal manner. erators. : 
, Dr. Ji De presents a short clinie on ‘‘pos-| Dr. Ochsner finds it well worth his while to 
tural albuminuria,’’ which is of very distinct|write on the somewhat plebeian subject of 
value. The discussions of hypertension by Dr. ‘*Varicose Veins,’’ and presents a 7 
Mosenthal and Dr. Hamman present the modern | discussion on_ it; Dr. Ridlon writes on , 
conception of this condition in a particularly Malton bad “Tumors 

nd i ing manner. reast, Benign and Mé ; 

clinie on ‘‘atrial fibrilla-; The volume is well illustrated and worthy of 
tion” gives an excellent discussion of the sub- study. 
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SHELL SHOCK AND THE AMERICAN 
ARMY. 


No medico-military problems of the war are 
more striking than those growing out of the 
extraordinary incidence of mental and fune- 
tional nervous diseases (‘‘shell shock’’). To- 
gether, these disorders are responsible for not 
less than one-seventh of all discharges for dis- 
ability from the British Army, or one-third, if 
discharges for wounds are excluded. A medical 
service newly confronted, like ours, with the 
task of earing for the sick and wounded of a 
large army, cannot ignore such important 
cause of invalidism. By their very nature, 
moreover, these diseases endanger the morale 
and discipline of troops in a special way, and 
require attention for purely military reasons. 
In order that as many men as possible may be 
returned to the colors or sent into civil life free 
from disabilities which will incapacitate them 
for work and self-support, it is highly desirable 


to make use of all available information as to 
the nature of these diseases among soldiers in 
the armies of our allies, and as to their treat- 
ment at the front, at the bases, and at the cen- 
ters established in home territory for their ‘‘re- 
construction. ”’ 

England has had three years’ experience in 
dealing with the medical problems of the war. 
During that time, opinion has matured as to the 
nature, causes and treatment of the psychoses 
and neuroses which prevail so extensively 
among troops. A sufficient number of different 
methods of military management have been 
tried to make it possible to judge of their rela- 
tive merits. 

Although an excessive incidence of mental 
diseases has been noted in all recent wars, it is 
only in the present one that functional nervous 
diseases have constituted a major medico-mili- 
tary problem. As every nation and race en- 
gaged is suffering severely from these disorders, 
it is apparent that new conditions of warfare 
are chiefly responsible for their prevalence. 
None of these new conditions is more terrible 
than the sustained shell fire with high explo- 
sives which has characterized most of the fight- 
ing. It is not surprising, therefore, that the 
term ‘‘shell shock’’ should have come into gen- 
eral use to designate this group of disorders. 
The vivid, terse name quickly became popular, 
and now it is applied to practically any ner- 
vous symptoms in soldiers exposed to shell fire 
that cannot be explained by some obvious phys- 
ical injury. It is used so very loosely that it is 
applied not only to all functional nervous dis- 
eases, but to well-known forms of mental dis- 
ease, even general paresis. If all neuroses 
among soldiers’ were included in these groups 
the use of the term ‘‘shell shock’’ might be de- 
fended. But many hundreds of soldiers who 
have not been exposed to battle conditions at all 
develop symptoms almost identical with those in 
men whose nervous disorders are attributed to 
shell fire. The non-expeditionary forces sup- 
ply a considerable proportion of these cases. 

The medical statistics of the war are as yet 
untabulated. Even if the records contained the 
information desired it would be very difficult to 
state the prevalence of the neuroses on account 
of the defective nomenclature employed. It is 
doubtful if there is another group of diseases 
in which more confusion of terms exists. Ner- 
vous or mental symptoms coming to attention 
after the soldier has been exposed to severe 
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shell fire are almost certain to be diagnosed as 
‘*shell shock,’’ and yet when such patients are 
received in England, well-defined cases of 
general paresis, epilepsy, or dementia precox are 
often found among them. This source of con- 
fusion tends to swell the number of cases re- 
ported under the term ‘‘shell shock,’’ but there 
are many other sources of error which tend to 
diminish the apparent prevalence of the war 
neuroses. It is the belief of those who have 
made an effort to ascertain the prevalence of 
the war neuroses that the rate among the expe- 
ditionary forces is not less than ten per thou- 
sand annually, and among the home forces not 
less than three per thousand. 

The experience of the British ‘‘shell shock’’ 
hospitals emphasizes the fact that the treatment 
of war neuroses is essentially a problem in psy- 
chological medicine. While patients with se- 
vere symptoms of long duration recover in the 
hands of physicians who see but dimly the 
mechanism of their disease, and are unaware of 
the means by which recovery actually takes 
place, no credit belongs to the physician in 
such eases and but little to the type of environ- 
ment provided. In the great majority of in- 


The experience in English hospitals has dem- 
onstrated the great danger of aimless lounging, 
too many entertainments and relaxing recrea- 
tions, such as frequent motor rides, ete. It must 
be remembered that shell shock cases suffer from 
a disorder of will as well as function, and it is 
impossible to effect a cure if attention is di- 
rected to one at the expense of the other. As 
Dr. H. Crichton Miller has put it, ‘‘Shell shock 
produces a condition which is essentially child- 
ish and infantile in its nature. Rest in bed and 
simple encouragement is not enough to educate 
a child. Progressive daily achievement is the 
only way whereby manhood and self-respect 
ean be regained.”’ 

It is evident that the outcome in the war neu- 
roses is good from a medical point of view and 
poor from a military point of view. It is the 
opinion of all those consulted that, with the end 
of the war, most cases, even the most severe, 
will speedily recover, those who do not being the 
constitutionally neurotic and patients who have 
been so badly managed that very unfavorable 
habit-reactions have developed. This cheering 
fact, however, brings little consolation to those 
who are chiefly concerned with the wastage of 


stances the completeness, promptness and dura- fighting men. The lesson to be learned from the 


bility of recovery depend upon the insight. 
‘medical officers with special training in psy- 


shown by the medical officers under whose 
charge the soldiers come, and their resourceful- 
ness and skill in applying treatment. 

The resources at the disposal of the physician 
in treating the war neuroses are varied. The 
patient must be reéducated in will, thought, 
feeling, and function. Persuasion, a powerful 
resource, may be employed, directly backed by 


knowledge on the part of the patient as well as 
the physician of the mechanism of the partic- 


ular disorder present. Indirectly, it must per- 
vade the atmosphere of the special ward or hos- 
pital for ‘‘shell shock.’’ Hypnotism is valuable 
as an adjunct to persuasion, and as a means of 
convincing the patient that no organic disease 
or injury is responsible for his loss of function. 
Thus, in mutism, the patient speaks under hyp- 
nosis or through hypnotic suggestion, and there- 
after must admit the integrity of his organs of 
speech. The striking effects of hypnotism in the 
removal of symptoms are somewhat offset by 
the fact that the most suggestible who yield to 
it most readily are particularly likely to be the 
constitutionally neurotic. A mental mechanism 
similar to that which produced the disorder !s 
being used in such cases to bring about a cure. 


British results seems clear,—that treatment by 


chiatry should be made available just as near 
the front as military exigency will permit, and 
that patients who cannot be reached at this 
point should be treated in special hospitals in 
France, until it is apparent that they cannot be 
returned to the firing-lines. As soon as this 
fact is established, military needs and humani- 
tarian ends coincide. Patients should then be 
sent home as soon as possible. The military 
commander may have the satisfaction of know- 
ing that food need not be brought across to feed 
a soldier who ean render no useful military 
service, and the medical officer may feel that his 
patient will have what he most needs for his 
recovery,—home and safety and an environ- 
ment in which he can readjust. 

Although it might be considered more appro- 
priately under the heading of prevention than 
under that of treatment, the most important. 
recommendation to be made is that of rigidly 
excluding insane, feeble-minded, psychopathic 
and neuropathic individuals from the forces 
which are to be sent to France and exposed to. 
the terrific stress of modern war. Not only the 
medical officers but the line officers interviewed. 
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in England emphasized, over and over again, 
the importance of not accepting mentally un- 
stable recruits for military service at the front. 
If the period of training at the concentration 
camps is used for observation and examination, 


children throughout the state. A report of 
this investigation appears in the November 
number of the Public Health Bulletin. 

‘‘The importance of child hygiene has long 
been recognized in Massachusetts by the few, as 
illustrated by the report of the commission ap- 


very materially pointed by the Governor of the Commonwealth 
the difficult problem of caring for mental and jn 1849 to make a sanitary survey of the State. 
nervous cases in France, increase the military Their report, made the following year, contains 
efficiency of the expeditionary forces, and save these specific recommendations : 

the country millions of dollars in pensions. Sir | public build. 
ome we © ings, health should be regarded in their site. 
in the selection of recruits for the British Army structure, heating apparatus and ventilation. 

and has seen the disastrous results of careless- XXVI. We recommend that measures be 
ness in this respect, feels so strongly on the sub- | taken to ascertain the amount of sickness suf- 
ject that he has recently made his views known fered among the scholars who attend the — 
in a letter to the Journal of the American Med- beds ga seminaries of learning in the 
ical Association, in which he mentions neuro-— In 1875 ond following years Dr. Henry P. 
pathic make-up as one of the three great Bowditch of Boston made elaborate studies of 
eauses for the invariable rejection of recruits. the physical growth of school children in Bos- 


In personal conversation he gave numerous il-| 


lustrations of the burden which the acceptance 


of neurotic recruits had unnecessarily thrown: 


upon an army struggling to surmount the dif- 
ficult medical problems inseparable from the 
war. | 

Neuroses are very common among soldiers’ 
who have never been exposed to shell fire, and 
will undoubtedly be seen frequently among non- 
expeditionary troops in this country. In Eng- 
land nearly thirty per cent. of all men from 
the home forces admitted to one general hos- 
pital were suffering from various neuroses. 
Most of these men were of very neurotic make- 
up. Many had had previous nervous break- 
downs. Fear, even in the comparatively harm- 
less camp exercises, was a common cause of neu- 
rotic symptoms. Heart symptoms were exceed- 
ingly common. The same experience in our own 
training camps can be confidently predicted. 

The imminence of this problem in our coun- 
try at the present time lends interest to the 
‘*War Shock’’ program of the annual confer- 
ence of the Massachusetts Society for Mental 
Hygiene, held in Tremont Temple on Wednes- 
day, January 9, in the afternoon, program of. 
which appeared in last week’s issue of the 
JOURNAL, 


STANDARDIZATION OF SCHOOL 
HYGIENE. 
THe Massachusetts State Department of 
Health has made a thorough investigation of the 
present status of medical supervision of school 


ton, which appear in the annual reports of the 
State Board of Health for 1877 and 1879. 

The first systematie work in the line of school 
hygiene in Massachusetts was inaugurated in 
Boston in 1894 under the term ‘medical 
inspection of schools.’ An effort to control 
an outbreak of diphtheria was the immediate 
occasion for the beginning of this work. 

Brookline began similar work the same year. 
Work was begun in Marblehead in 1895, while 
in Beverly, Cambridge and Gloucester work was 
inaugurated in the following year. 

Interest in medical inspection gradually in- 
creased, the work being taken up in a commu- 
nity here and there until 1906, when the Legis- 
lature passed a bill requiring school inspection 
to be earried on throughout the State.’’ 

With the spread of this work and the increas- 
ing amount of attention devoted to it, the term 
‘*medical inspection’ has come to be regarded 
as too narrow, since many other things are in- 
cluded in conserving the health of school chil- 
dren beside sickness ; hence the term ‘‘school hy- 
giene,’’ as comprehending all things which in- 
fluence the health and consequently the welfare 
and efficiency of the pupil, has come into use. 

School hygiene work is carried on by the 


boards of health in eighteen cities and in some 


half dozen towns. Elsewhere it is in the hands 
of the school authorities. The number of school 
physicians employed seems to be determined 
without reference to the number of pupils, since 
a Single physician has under his care from 10 to 
7000 pupils. In 215 communities the school 


physician’s salary does not exceed $100 per 
year, in the majority of instances much less, 
while seven towns pay nothing. Sixty-two com- 
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munities pay in excess of $200 but not to ex- 
ceed $300. Salaries above this amount are few. 
In the great majority of places for which infor- 
mation is at hand the amount of time devoted 
to school work is not more than one to two hours 
per week. The examination of the pupils is 
more largely an inspection, and includes the 
skin (for skin diseases and pediculosis), the 
nose and throat (for tonsils and adenoids), and 
perhaps the teeth, though they are infrequently 
mentioned. Sixty communities employ school 
nurses, either on a full-time or part-time basis. 

‘*This report demonstrates beyond question the 
almost entire absence of uniformity in school 
hygiene work and the lack of any standard of 
such work as it is carried out in Massachusetts. 
The value of this work, however, when conscien- 
tiously and thoroughly carried out, is well ree- 
ognized and established. 

At the present time there is nowhere lodged 
the authority, either jn the State Board of Edu- 
eation or in the State Department of Health, to 
establish standards, even minimum standards, 
for the earrying on of school hygiene work. 
The matter is left wholly to the individual 
boards of health or school committees. Hence, 
though some communities are doing excellent 
work, many others are doing the work in a more 
or less perfunctory manner, failing to achieve 
the maximum benefits of school hygiene work. 

Under such circumstances it becomes an al- 
most hopeless task to secure even a minimum 
standard of work in school hygiene, or to at- 
tempt to secure an approach toward more uni- 
form practice and efficiency. 

School hygiene concerns itself with: 

1. The location, the housing and the equip- 
ment of schools so far as conditions affecting 
the health of the pupils are concerned. 

2. The health, the physical condition, of the 
pupil himself, including inspection and exami- 
nation to determine the presence of defects, if 
any, and the devising of means for their relief. 

3. The teaching of hygiene, including espe- 
cially recent knowledge as to the transmission of 
communicable diseases. the importance of prop- 
er health habits, ete. 

To secure maximum efficiency in school hy- 
giene work there should be: 

1. Provision for determining the healthful- 
ness of sites and plans for school buildings, and 
for their subsequent regular inspection. 

2. Provision for minimum requirements as 
to the inspection and examination of school 
children, and for the supervision of such work. 

3. Provision for the extension, by the board 
of health, as a health measure, of similar in- 
spection and examination to private and paro- 
chial schools. 

4. Provision for the employment of school 
nurses in addition to school physicians in order 
to increase the efficiency of school work. 


5. Provision of means to aid smaller commu- 
nities in maintaining such school hygiene work, 
as is now made in aiding the mto employ school 
superintendents. 


6. Provision for the prescribing of standards 
of teaching hygiene in the schools and adequate 
supervision of the same. 

Such measures would make possible much 
progress in health work in this State, would 
greatly increase its efficiency, and would event- 
ually repay many times its cost in added health, 
comfort and productiveness of our people.’’ 


THE LIMIT OF RECOVERY IN HEMI- 
PLEGIA.* 


ANY attitude towards our patients which is in 
the direction of optimism, provided always that 
such optimism is not altogether unjustifiable, 
is to be fostered, for its favorable effect on the 
patient’s psyche, if for no other reason. We 
turn, therefore, with pleasure to the recent ef- 
forts to extend the limits of recovery in hemi- 
plegia. It has been generally held in the past 
that, following the hemorrhagic insult, there 
was a paralysis affecting all the movements of 
one side, next an improvement, progressing in 
some cases to an almost complete recovery, 
while in other cases there was very little change 
for the better. 

It is pretty generally agreed, anyway, that 
after a time, varyingly stated as six months, one 
year, a year and a half, ete., we must look upon 
the status quo ‘as the maximum of improvement. 
Thus many cases seem after a year or so to be 
doomed to complete hemiplegia, monoplegia, or 
perhaps contractures or athetoid movements. 

But lately the gloom of this picture has be- 
come illumined by rays of hope. It has been 
asserted that, in a great many of these long- 
standing cases, particularly when treatment has 
been scant, there is a possibility of great im- 
provement, amounting in some instances sub- 
stantially to restoration of function. This the- 
ory, once evolved, was apparently proved with 
monkeys, and then extended to human patients, 
where encouraging results have been reported. 

To review a typical case, we have first the rup- 
ture of a cerebral vessel with hemorrhage into 
the cortex, destroying part of the brain tissue. 


* See “The Possibil of Recovery in Long-standing Hemiplegias,” 
by Franz, Mildred Scheetz and Anita Wilson, Ameri- 
can Medical Association. 
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Not to go too exhaustively into the pathology, 
we will say that there is an extravasation of 
blood over the motor area, causing a hemiplegia. 
Later on, with the absorption of the blood-clot, 
much of the pressure is removed, and the indi- 


vidual synchronously recovers part of the fune- 
tion of the affected side. There remains, how-. 
ever, some actual destruetion of cerebral tissue 
which is not and cannot be replaced, and which 
fixes a limit to recovery unless we are to sup- 
pose one of two things,—a compensatory adap- 
tation of other areas on the same side, or an_ 
assumption from the sound side of attributes of | 
the diseased side.—a rather incredible hypoth- 
esis. | 

Whether or not either of these things occurs’ 
cannot be definitely stated at this time. Cer- 
tainly it has been demonstrated that cases of 
several years’ standing can be taken in hand 
and by reédueation be given back a large 
amount of function supposedly lost. This may, 
of course, be due to the fact that these hemi-. 
plegies from one cause or another do not al- 
ways obtain treatment secundum artem. Either 
the patient neglects medical advice entirely | 
after the first shock, or he neglects the massage 
and use of the affected side, which is so neces-_ 
sary. The result is a limb only, we will say 
about 30°% potent, the 70% subnormality being 
20% actual destruction of cortical tissue and 
50% neglect. Now if we take such a patient in 
hand we ean get back the 50% of use, making 
the limb useful to 80% of its normal, which 
contrasted with the former condition, seems al- 
most like recovery. But it is not really recov-. 
ery, and what has really been done has been to’ 
show that the limit of recovery has hitherto 
been unnecessarily restricted. | 


INDIVIDUAL INCOME TAX RETURNS. 


At least 350,000 individuals residing in Mas- 
sachusetts will be required, during the months 
of January and February, 1918, to make re- 
turns of their income for the year 1917 to the 
Federal Government. Every unmarried person 
who had an income of $1000 or more during the 
year 1917, and every married individual liv- 
ing with wife or husband who had an income 
of 42000 or more for the year 1917 must make 
this return on or before March 1, 1918. Inas- 
much as the great majority of people required | 


to make this return of income are not thor- 
oughly acquainted with the requirements of the 
law as passed by Congress on October 3, 1917, 
the Income Tax office is planning a campaign of 
publicity in order that they may become ac- 
quainted with the provisions of the law, and in 


addition plans to have, during’ the months of 


January and February. approximately one hun- 
dred federal income tax experts stationed 
throughout the State, in order that they may 
give advice and make out returns, without any 
cost to the taxpayer. 

The public will be notified later of the dates 
upon which the income tax men will be in the 
different towns and cities throughout the State, 
and should await their coming before attempt- 
ing to make out their returns. The hours of 
these men will be so arranged that individuals 
who are employed throughout the day will be 
given an opportunity to consult them and make 
returns out under their supervision. 

The Income Tax Office at Boston has been 
overwhelmed with correspondence incidental to 
the new war revenue bill of October 3, 1917, 
since the date of its enactment. It is urgently 
requested that the public refrain from writing 
to this office for returns or for interpretations 
of the law, as correct interpretations of the law 
will be furnished through the press and by the 
income tax men, and blank forms upon which 
the individual taxpayers will make returns will 
be at convenient points for distribution in the 
towns and cities of the State in the early part 
of January. 

Taxpayers who have made income tax returns 
for previous years will, as heretofore, receive 
their blanks through the mail. 

Watch the papers for further information. 


JoHNn F. Mauuey, Collector. 


MEDICAL NOTES. 


New Foop ConservaTION MoveMENT.—Re- 
cently, at the home of Mr. Adolph Lewisohn, 
New York City, there was organized a new 
movement to conserve food, homes, health and 
woman power, during war conditions and after. 
The movement, to be known as the American 
Cooked Food Service, has originated with a 
group interested in the social significance of a 
new method of furnishing cooked meals to 
homes, from central stations seattered through- 
out the city. The incorporators are Mrs. Her- 
bert L. Satterlee, Mr. Adolph Lewisohn, and 
Mrs. Charles H. Sabin. Associated with them 
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are Mrs. William Pierson Hamilton, Mr. Wil- 
liam S. Curtis, Mrs. Charles B. Alexander and 
Mrs. Charles H. Senff. 

The officers elected were: president, Miss Jes- 
sie H. Bancroft; vice-president, Mr. Adolph 
Lewisohn ; secretary, Mrs. William G. Shailer: 
treasurer, Dr. Belle J. Macdonald. Other di- 
rectors are Mrs. Edgerton L. Winthrop, Jr.. 
Mrs. Herbert L. Satterlee, and Mrs. Ransom S. 
Hooker. Mrs. Alice McKay Kelly, now organ- 
izing Red Cross canteens in Italy, is to be field 
secretary, and Mrs. Emma Waldron Davis, ex- 
ecutive. 

The movement has the personal endorsement 
of Mr. Hoover, and in observing all war needs 
will have the advantage over theoretical instruc- 
tion of placing the actual approved and pre- 
pared food on the table. Trained dietitians will 
see that balanced menus prevent underfeeding 
during the war stress, and will attend to special 
dietary needs. An official consulting board, to 
give assistance and advice on various technical 
and nutrition problems will include Mr. Her- 
bert L. Satterlee, Dr. Graham Lusk, Dr. Henry 
Dwight Chapin, Dr. S. Josephine Baker, Dr. 
C. E. A. Winslow, Dr. S. Adolphus Knopf, Mr. 
Cyrus C. Miller, Dr. Thomas D. Wood, Mr. 
George L. Bennett, Mr. Frederick S. Crum, Dr. 
G. Reese Satterlee, Dr. Sumner Shailer. Profes- 
sor Irving Fisher, Mrs. John E. Milholland and 
Mrs. Bertha L. Grimes. 


The first station will be opened in a few weeks 
at 213 West 79th Street, with a motor service 
extending over a two-miles radius. The food 
will be carried in insulated containers that keep 
it hot for several hours. The movement is de- 
signed to save the independent consumer by 
means of a centralized service from commercial 
exploitation for his food supplies, and to keep 
together homes that otherwise might disintegrate 
heeanse of the draft of women, domestic work- 
ers and house mothers, into industrial and other 
war service. Similar movements have been 
started in London to meet war conditions. 


Hosprrat Bequests.—By the will of the late 
Louis Summerfield of Boston the Boston Float- 
ing Hospital is to receive the sum of $500. 

By the will of the late William H. White of 
New York, St. Luke’s Hospital is named as a 
residuary legatee and will receive a sum of from 
$500,000 to $1,000,000. 


AMERICAN CONGRESS ON INTERNAL MEDICINE. 
—The second scientific session of the American 
Congress on Internal Medicine was held in 
Pittsburgh, Pa., on December 27 and 28. The 
subject for discussion on the first day was 
‘‘The Roentgen Rays in Internal Medicine.”’ 
On the second day Dr. William H. Park of New 
York spoke on ‘‘The Communicable Diseases in 
Modern Warfare and Their Prevention.”’ 


Carneare Institution De- 
PARTMENT.—The following letter has been re- 
ceived regarding the continuation of embryolog- 


ical study by the Carnegie Institution, following 
the death of its director, Dr. in P. Mall 
of Johns Hopkins University : 


**This is to announce the death, on November 
17, of Professor Franklin P. Mall, under whose 
direction this laboratory and its plan of work 
were established. The loss which this means to 
the progress of human embryology is very 
great; it is a loss in which the medical profes- 
sion, and you, especially, as one of our corre- 
spondents, will be deeply concerned. 


At the same time we wish to state that this 
great blow to our department is to be met by 
the redoubling of our efforts. The collection of 
human embryos which, through the unceasing 
zeal of Dr. Mall, has become by far the largest 
in existence, is to be still further increased, and 
generous provision has been made by the Car- 
negie Institution of Washington whereby the 
embryological studies based upon the collection 
are to be carried on without interruption. Our 
success in this will depend in part upon you, 
and we earnesly request that you continue to 
send us every embryo and every fragment of 
abortion material that may come into your 
hands. 

Yours very truly, 


Grorce L. Streeter, Acting Director.’’ 


Lonpon Deatu Rates.—Statistics recently 
published show that the death rate for the City 
of London for the month of October, 1917, was 
12.5 per thousand inhabitants. The highest 
rate was in the district of Finsbury, which had 
a rate of 19.8, and the lowest in Hampstead, 
which had a rate of 9. 


WAR NOTES. 


Austrian Batu Tratn.—Colonel Joseph H. 
Ford gives the following description in the 
Military Surgeon of a bath train in use in the 
Austro-Hungarian Army: 


‘‘In addition to the usual locomotive for 
transport, it had another altered to pump water 
and supply steam for disinfection and for 
warming the bath water. Two living cars 
housed the personnel (1 second lieutenant, 6 
train crew, 17 technical staff). Five store cars 
carried soap, towels, brushes, 10% naphthalin 
ointment in vaseline, 10,000 clean clothing outfits 
for men to wear while their own was being dis- 
infected. Water for two days was carried in 
two tank ears, each holding 40 tons. There 
were three disinfecting cars, of which one disin- 
fected underclothing at 103° C. in half an hour; 
the other two disinfected furs, overcoats, boots, 
ete., with formalin at 60° C. in six hours. There 
were five cars in the bathing section. Men un- 
dressed in the center car, each putting his kit in 
a sack, taken away at once for disinfection, and 
they themselves passed into the next car either 
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way, where each picked up soap and towel and 
washed himself. The bath car had a 25-ton tank 
on the roof, and 30 shower douches allowed 
seven gallons of water at 98° F. to fall on each 
of the 30 bathers in five minutes, by the end of 
which time he was supposed to be clean. The car 
was lighted by numerous frosted windows or by 
overhead electric lights. ‘The man then dried 
himself and rubbed himself over, especially the 
hairy parts, with the 10% naphthalin ointment 
and passed into the next car, where he dressed 
himself in the outfit laid ready for him, re- 
maining there till his own clothes were disin- 
fected and he could change into them. Each 
train was estimated to bathe 1400 to 2000 men 
daily, but one, says Colonel Ford, had been 
known to deal with 3600. Sometimes the bath- 
ing train had a laundry attached; more usually 
the laundry was independent. and carried by a 
motor lorry with trailer. It had a washing ma- 
chine, centrifugal drier, drying closets, and a 
mangle; with 23 men as staff, they were ex- 
pected to wash a ton of dirty clothes in a day.”’ 


U. S. Mepica, Department To Use Movine 
Pictures.—One of the most important and most 
progressive educational innovations just an- 
nounced, is the establishment of a new sub-divi- 
sion of the Surgeon-General’s Office in conjunc- 
tion with the Surgeon-General’s Library and 
Army Medical Museum, to furnish moving pic- 
tures or slides of camp activities relating to the 
conduct of work in the Medical Department, 
and the establishment of a suitable repository 
for these valuable pictorial data. 

The repository will be for the accommodation 
of positives or negatives of all important mili- 
tary-medical films or slides, which are to be 
availabls for instruction purposes in camps or 
cantonments of the army and for instruction in 


and slides will be loaned for use in conjunction 
ical schools and for educational uses in the 


of the Surgeon-General’s Office to supplement 
the courses of instruction given under the direc- 
tion of the Medical Department in officers’ 
training camps, as well as in the National Guard 
and National Army camps, with these pictures. 

As it has been repeatedly demonstrated that 
students attain a higher percentage where 
courses are supplemented pictorially. this inno- 
vation, planned and put into operation by the 
Surgeon-General’s Office, will be appreciated as 
of value, not only in securing better results, 
but in making the courses doubly interesting. 
The Surgeon-General’s Office seeks the co- 
operation of the medical profession in securing 
access to negatives of unusual cases in every 
branch of surgery not now possessed by the Li- 
brary of Moving Pictures of the Surgeon-Gen- 
eral’s Office, and would appreciate the donation 
of positives where possible. 


the medical schools of the country. These films 
with lectures and other courses of study in med-. 


training camps and cantonments. It is the plan 


The new branch is under the direction of Col. 
William O. Owens, curator of the Surgeon-Gen- 
eral’s Library and Army Medical Museum, Sev- 
enth and B. Streets, S.W., Washington, D. C., 
to whom correspondence may be addressed. 


TUBERCULOSIS AND THE War.—The experience 
of England and Wales with respect to tubercu- 
losis during the past few years is practically 
identical with that of the continental countries 
engaged in the war, namely, that the disease has 
increased, both in prevalence and in fatality. 
A table accompanies an article on this subject 
published in a recent number of The Lancet, 
‘showing that, comparing the experience of 1913, 
the last complete year before the war, with sub- 
‘sequent years, the deaths from pulmonary tu- 
berculosis increased by 1582 in the year 1914, 
by 4621 in 1915, and by 4490 in 1916, the third 
year of the war. 

In commenting on the increased mortality 
shown in this table, Newsholme says: ‘‘Men in 
the Army and men and women in industrial 
employment, notwithstanding the efforts to 
minimize these results, have been exposed to 
conditions leading to the spread of tuberculosis 
and to the calling into activity of latent disease. 
A large number of unrecognized or partly re- 
covered consumptives have entered the Army or 
have been employed at high wages in munition 
and other works. In many instances there have 
been overwork and excessive exposure to irri- 
tating dust. Commonly, also, owing to great mi- 
grations of military and civil population, there 
has been overcrowding under conditions un- 
favorable to health. These are the outstanding 
facts. They will need to be further considered 
in the light of the current year’s experience. 

“‘The experience in this country appears to 
coincide with that of the continental countries 
engaged in the present war. In all of them, 
so far as can be gathered from official informa- 
tion, tuberculosis appears to have been more rife 
and more fatal than prior to the war. It is 
proper to state that this unfavorable record 
would almost certainly have been worse but for 
the organized efforts to improve housing condi- 
tions in areas the population of which has been 
swollen by war work, and especially for the 
efforts made by the Government to secure im- 
proved conditions of work for munition work- 
ers. as well as to cope with the special housing 
diffieulties which have arisen. I may draw atten- 
tion, furthermore, to the fact that, notwithstand- 
ing the increase in the population of England 
and Wales in the interval. the deaths from pul- 


: monary tuberculosis were fewer than in so re- 


cent a year as 1902.’’ 


Soap TREATMENT OF Wounps.—From France 
comes the report of the use of soap in the treat- 
ment of wounds. The white soap of Marseilles 


(Castile soap) was used and the wound washed. 
where possible, with ganze swabs wet with the 


soap solution. The lack of friction permits such 
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devices to slide over the surface of certain 
elasses of wounds without irritation. In other 
eases irrigation has been effected by means of 
an elevated reservoir. This treatment is contin- 
ued until the results are free from pus or ex- 
traneous material, and then a sort of ‘‘embalm- 
ent’’—improper term probably, but illustrative 
—is effected with the soap. Cloths, with a 20% 
solution of soap liquor are rolled and manipu- 
lated in the hands till a thorough distribution 
of the soap through the gauze is effected. This 
process is important in the eyes of the techni- 
cians, for it produces a dressing filled with air 
bubbles which is in effect a very fine sponge. 
By careful manipulation a coating of soap may 
be placed over every part of the wound, which 
may be even a centimeter in thickness. This 
may be covered with a moist layer of absorbent 
cotton, and a bandage will hold it in place. 
Such a dressing will lest a couple of days. Sag 


Rep Cross Hosprran mm Paris. 
—The first tuberculosis hospital operated by 
the Red Cross in France is the Edward lL. Trnu- 
deau Tuberculosis Sanatorium recently opened 
in Paris. The first patients were refugee wo- 
men and children. It is expected that the hos- 
pital will have equipment for 1200 beds. Dr. 
James I. Gamble of Baltimore is in charge. 


HEALTH oF MEN IN CANTONMENTS.—Surgeon- 
General Gorgas in reporting health conditions 
in army cantonments, states that for the week 
ending December 21, there were 21 more deaths 
in the National Army than during the week be- 
fore, and 45 fewer in the National Guard. 
Pneumonia caused the greatest number of 
deaths,—87 out of 120 deaths in the National 
Guard and 77 out of 118 deaths in the National 
Army. Measles still continues to spread. 


Honors For Harvarp Unrr.—Field Marshal 
Haig has mentioned several nurses and sur- 
geons, members of the Harvard Unit, for not- 
able service. They include Lieut.-Col. Hugh 
Cabot, Major Harvey Cushing, Major V. H. 
Kazzanjian, Lieut.-Col. R. U. Patterson, and 
Private A. Mason. The nurses include Miss V. 
Allen and Miss G. Davidson. 


War Rewier Funps.—On Jan. 5 the totals of 
the principal New England war relief funds 
reached the following amounts: 


Halifax Fund ............... $665,258.93 
French Wounded Fund ...... 307,418.00 
Armenian-Syrian Fund ....... 275,014.62 
Serbian Fund 125,725.42 
Italian Fund 117,040.49 


BOSTON AND MASSACHUSETTS. 


WEEK’s Deatu Rate 1n Boston.—During the 
week ending December 29, 1917, the number of 
deaths reported was 257, against 259 last year, 
with a rate of 17.35, against 17.72 last year. 
There were 37 deaths under one year of age, 
against 29 last year. 

The number of cases of principal reportable 
diseases were: diphtheria, 108 ; scarlet fever, 34; 
measles, 78; whooping cough, 48; typhoid fever, 
1; tuberculosis, 43. 

Included in the above were the following 
eases of non-residents: diphtheria, 5; scarlet 
fever, 5; measles, 4; tuberculosis, 5. 

Total deaths from these diseases were: diph- 
theria, 11; scarlet fever, 2; measles, 2; tubercu- 
losis, 23. 

Included in the above were the following 
non-residents: diphtheria, 3; tuberculosis, 3. 


Che Massachusetts Medical Soriety. 


OFFICERS OF THE MASSACHUSETTS MEDICAL 
SOCIETY, 1917-18. 


President 
SAMUEL B. Woopwarp 58 Pearl Street, Worcester 


Vice-President 
GEorGE P. TWITCHELL 17% Federal Street, Greenfield 
Secretary 
WaLter L. BURRAGE 282 Newbury Street, Boston 
reasurer 
ARTHUR K, STONE 44 


Fairfield Street, Boston 
Librarian 


Epwin H. BricHam, Brookline 
8 The Fenway, Boston 


STANDING COMMITTEES, 


Of Arrangements 
JaMes H. Younc, Chairman 
19 Baldwin Street, Newton 
On Publications and Scientific Papers 
Greorce B, SuHattuck, Chairman 
183 Beacon Street, Boston 
On Membership and Finance 
CHARLES M. GREEN, Chairman 
78 Marlborough Street, Boston 
On Ethics and Discipline 
J. ARTHUR GaGE, Chairman 64 Central Street, Lowell 
On Medical Education and Medical Diplomas 
Harotp C. Ernst, Chairman 
240 Longwood Avenue, Roxbury 
On State and National Legislation 
SAMUEL B. Woopwarp, Chairman 
58 Pearl Street, Worcester 
On Public Health 
Enos H. BicEtow, Chairman 
P O. Box 213, Framingham 


UTILIZATION OF CRIPPLES IN INDUSTRY.—It has been 
proposed and resolved to look up for the Suffolk Dis- 
trict of the Massachusetts Medical Society, in order 
to help out reconstruction work, any available data 
on the present utilization of cripples in industry. I 
have been asked to take the chairmanship of this 
committee and take this opportunity, through you, 
of appealing to the profession for help. It is obvious- 
ly not practicable to go at this matter statistically. 
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Our hospitals are not sufficiently far advanced in 
end-result work to give more than partial help in 
this matter and there seems to be no obvious way in 
utilizing industrial data to make anything like a com- 
plete survey. What can be done, however, is to ac- 
cumulate instances of men throughout the Common- 
wealth who are earning a living in spite of the loss 
of a limb, stiffening of a joint, or other injury which 
is ordinarily considered a definite industrial handicap. 
If we can get enough of these instances we shall at 
least greatly enlarge our knowledge of trades where 
these people can be used. I am accordingly making 
this appeal to the profession of the district to turn 
in data for further investigation of details and turn 
them in either to me or to Dr. Hilbert F. Day, 657 
Boylston Street, Boston. 

(Signed) Frepertc J. Cotton, M.D. 


NOTES FROM THE DISTRICT SOCIETIES. 
DisTRIcCT CORRESPONDENTS. 


Bristol North, R. M.D., Taunton. 
P. MERRILL, ttsfield. 


Esseg North, T. N. Stone, M.D., Haverhill. 

Essez South, H. P. Bennett, M.D., Lynn. 
Hampden, Laurence D. Cnaptin, M.D., Springfield. 
Hampshire, BE. B. THomas, M.D., Northampton. 
Middleser South, C. Hanson, M.D., Belmont. 


BERKSHIRE DIstTrict. 


ON ACCOUNT OF LACK OF CoaL the Berkshire Hills 
Sanatorium, North Adams, has been closed from Janu- 
ary 1 until June 1. Dr. Wallace FE. Brown, surgeon 
in charge, will open an office in New York City. 


THe State Roarp or HEALTH is to establish a clinic 
for venereal diseases for Berkshire County, in Pitts- 
field, under the direction of Dr. Nathan Finkelstein. 
oe can be obtained by the physicians from 

m 


Dr. Joun T. BOTTOMLEY gave a very instructive ad- 
dress on “Jaundice” before the District Medical Soci- 
ety recently, and has promised to publish it. 

L. Bartiett, M.D., Reporter. 


Obituary. 


ALBERT DEXTER KINGSRURY, M.D. 


Dr. Dexter Krnasspury, a_ retired 
Fellow of the Massachusetts Medical Society, 
died of heart disease while visiting a patient, 
December 26, 1917. He was born in Newton, 
November 8, 1842, was a student at Amherst 
when the Civil War broke out, and enlisted in 
the Thirty-second Massachusetts Volunteers, 
serving through the War. While acting as clerk 
in the War Department at the close of the War, 
he studied medicine and took his M.D. from the 
Georgetown University School of Medicine in 
1869. In 1875 he settled in Needham and joined 
the Massachusetts Medical Society. He had 
practised there since. He was a member of the 
Needham Board of Trade and of the Needham 
Grange, and he was a deacon of the Congrega- 


_| Foster, finishing 


tional Church, and was the first medical exam- 
iner appointed for Norfolk County. His widow 
and one daughter survive him. 


EDWIN BOARDMAN ADAMS, M.D. 


Dr. Epwin BoarpMAN ADAMS, age 66, died 
at his home in Springfield, December 21, 1917. 
He was born in Brunswick, Me., October 20, 
1851, the son of Aaron Adams, who was a de- 
scendent of the early English settlers. He was 
educated in the public schools of Brunswick and 
Bath, Me., and at the college of physicians and 
surgeons, New York, receiving his M.D. in 1880. 

Dr. Adams first went to Boston as a clerk in 
a wholesale house and then to Springfield in 
1874, securing employizent with the Hampden 
Watch Company. He then decided to become a 
physician, and began his studies under Dr. G. E. 
is medical education in New 
York. 

While in New York Dr. Adams was clinical 
assistant to Dr. Thomas Satterthwaite, but upon 
leaving the university did not remain in that 
city, instead returning to Springfield, where he 
opened an office. In April, 1884, he married 
Mrs. Ann J. Kent of that city. They had one 
daughter. He had been a Fellow of the Massa- 
chusetts Medical Society since 1887. 


Miscellany. 


RESUME OF COMMUNICABLE DISEASES 
IN MASSACHUSETTS FOR NOVEMBER, 
1917. 


General Prevalence.—The total of 6065 cases 
of communicable diseases reported in November 
was a considerable increase compared with the 
October total of 4287. This increase of 1778 
eases was confined chiefly to measles, chicken 
pox, mumps and whooping cough. 

here was an increase of 643 cases of measles 
in November over the October total of 589 cases. 
Chicken pox reports increased from 263 to 669 
cases, mumps from 160 to 361 cases and scarlet 
fever, 440 to 587 cases. 

Anthraz.—Four cases were reported during 
the month. Three of these were hide handlers 
in beamhouses and the other case was a dock 
hand who handled China goat skins. 

Lobar Pneumonia.—The reports of _ this 
disease increased from 152 eases in October to 
290 cases for November. With the exception 


of pulmonary tuberculosis, lobar pneumonia 
has the highest death ‘rate of any of the com- 
municable diseases in Massachusetts. 
Diphtheria, Chronic Carrier—An interesting 
ease was the finding of a diphtheria carrier in a 
school where an outbreak of diphtheria oc- 
eurred. Successive cultures from the nasal 
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pharynx gave positive cultures for the diph- 
theria bacillus. The child was put under the 
eare of a rhinologist’ who, on examination, found 
a partially decayed cherry stone in the nose. 
The stage of decomposition of the stone clearly 
showed that it had been in this position for 
several months. The stone was removed and 
all cultures taken since from the nose have 
been negative. The boy had diphtheria in 
August, 1916. It is probable that he has been 
a carrier ever since. In view of the above his- 
tory it would seem desirable in all cases of 
chronic diphtheria carriers to make a nasal ex- 
amination for foreign bodies which may result 
in clearing the nasal passages of the diphtheria 
bacillus. 

Schick Tests—This method of definitely as- 
certaining the individuals in any given group 
who are susceptible to diphtheria is partic- 
ularly valuable in institutions where consider- 
able groups of children are assembled. Dur- 
ing the past month a few institutions in the 
Commonwealth have taken the opportunity of 
obtaining the material necessary for the Schick 
tests furnished by this Department, and ecar- 
ried out this test on the children in the insti- 
tutions. 

Measles.—This disease appeared in Massa- 
chusetts in two districts this autumn. One 
district is in the southern part of the Con- 
necticut Valley where the disease was centered 
in Westfield, whence it has spread to the nearby 
cities and towns. The other district is centered 
in and about Arlington and Somerville. 


Typhoid Fever.—Most of the institutions in 
this state are now carrying out routine anti- 
typhoid and para-typhoid inoculations of the 
institutional staff. It is advisable to use ‘‘triple 
vaceine,’’ so-called, that is a mixed vaccine pre- 
pared from typhoid, paratyphoid A and para- 
typhoid B bacilli, rather than the straight 
typhoid vaccine which contains only typhoid 
bacilli. 

Typhoid Fever Carrier—The Boston Health 
Department reported an interesting typhoid 
carrier during the month. The carrier had ty- 
phoid fever in June, 1917, and repeated exam- 
inations showed that he had bacilluria, typhoid 
bacilli being found constantly in his urine but 
none in his faeces. Repeated examinations for 
a few days showed no bacilli in the urine with 
the result that he was permitted to go home. 
Within a month two cases of typhoid fever 
were reported from his home and examination 
showed that he still had typhoid bacilli in his 
urine. 


Diseases on the Premises of Milk Handlers.— 
Four cases of communicable disease occurred on 
the premises of milk dealers, two of these being 
diphtheria on farms, one ease of scarlet fever in 
a milk handler, and one case of poliomyelitis on 
a farm. No secondary cases followed these 


EPIDEMICS AND OUTBREAKS. 


Diphtheria in Amesbury.—There were 41 
cases reported in this town during November. 
Investigation showed the outbreak to be among 
children of school age, but not centered in any 
particular school. Extensive culturing of 
school children has been carried out by the 
‘school physician, and the outbreak shows signs 
‘of abating. 

_ Diphtheria in North Attleboro.—In this town 

there were 33 cases in October and 18 in No- 
vember, nearly all among the children attend- 
ing one school. In November members of the 
local board of health and school physicians, as- 
sisted by the State District Health Officer, car- 
ried out a detailed culturing and immunization 
of patients, suspected cases and school children, 
with the result that the outbreak has been 
checked. Many of the cases were of a mild 
nasal type and would have escaped notice unless 
nose and throat cultures had been taken. 

Diphtheria in Baldwinsville——There were six 
cases reported from the Hospital Cottage for 
Children, Baldwinsville. The outbreak started 
in a nurse who was taken sick and five cases 
followed in children in contact with her. Im- 
mediate culturing of the whole institution and 
isolation of the cases by the institutional author- 
ities stopped the outbreak. 

Scarlet Fever in Montague.—An outbreak of 
nine cases occurred in Turners Falls Village, 
Montague, in November. The disease has been 
constantly present in this town for the past 
year and, when given the opportunity, flares 
up, so that careful investigation and public 
health work will be necessary to locate the cen- 
ters from which the infection is spread. 

Measles in Chesterfield—In this town an 
‘outbreak of 40 cases was reported in Novem- 
ber. This outbreak started during the last few 
days in October when four cases were reported. 
Investigation showed that the first case was a 
nineteen-year-old patient whe-errtved home in 
Chesterfield from a visit in Boston, and the 
second ease was a girl who worked with the 
previous case. The cases immediately follow- 
ing were sister and brothers of this second case, 
and from these the school outbreak resulted. 


RARE DISEASES. 

Actinomycosis was reported from Danvers 1, 
and Westwood 1. 

Anterior Poliomyelitis was reported from 
Boston 1, Cheshire 1, Lowell 2, Ludlow 1, Lynn 
2, Needham 1, Somerset 1, and Springfield 1. 

Anthrax was reported from Boston 1, and 
Woburn 3. 

Dog-bite was reported from Boston 2, Brock- 
ton 1, and Holyoke 1. 

Dysentery was reported from Barnstable 3. 

Epidemic Cerebrospinal Meningitis was re- 
ported from Arlington 1, Boston 5, Brookline 
1, Fall River 3, Lowell 1, Northampton 1, Salem 


cases, so far as known. 


1, Springfield 1, Wilbraham 1, and Worcester 1. 
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Malaria was reported from Brockton 1 and 
Sutton 1. 

Peilagra was reported from Northampton 1. 

Septic Sore Throat was reported from Boston 
1, Brookline 1, Chicopee 1, Haverhill 1, Lowell 
1, Medford 1, Melrose 1, and Newburyport 3. 

Smallpox was reported from Boston 1. 

Tetanus was reported from Gardner 1, New 
— 1, Sterling 1, Westfield 1 and Worces- 
ter 1. 

Trachoma was reported from Beston 7. 
Chelsea 1, and Wakefield 1. 


Correspondence 


ALCOHOL IN MEDICINE. 
76 Marlborough Street, Boston, 
December 28, 1917. 
Mr. Editor :— 


The leading editorial in the December 27th issue 
of the JouRNAL begins with the sweeping statement 
that “No one now doubts the value of alcohol in medi- 
cine, and its loss would be almost irreparable,” which 
is not borne out by the recent resolution of the 
American Medical Association as follows: “Whereas, 
we believe the use of alcohol is detrimental to the 
human economy, and whereas, its use in therapeutics 
as a tonic or stimulant for food has no scientific 
value; therefore, be it resolved that the American 
Medical Association is opposed to the use of alcohol 
as a beverage, and be it further resolved, that the 
use of alcohol as a therapeutic agent should be further 
discouraged.” 

Exceptions could also be taken to several other 
statements in the editurial. 

Yours truly, 
CHARLES W. TOWNSEND, M.D. 


SUGAR AND SERVICE, 


Warwick, Mass., Dec. 27, 1917. 
Mr. Editor:— 

Sugar is generally classed as a food but how well 
it serves under that classification may be open to 
question. It is not easy to define a food. A food as 
a fuel affords heat and energy to the body and in 
a more complex way furnishes material for body 
growth and repair. Gasoline and kerosene are in- 
flammable liquids, but are not thought of as fuels in 
the way that wood and coal are. When these oils are 
used as fuel, very special device and precaution must 
be employed to make them serviceable and safe. 
“Sugar is a sweet substance obtained from many 
vegetable juices, but principally from the juice of 
sugar cane,” and from sugar-beet. This substance is 
capable of oxidation and hence has a fuel or food 
value. The virtue of sugar’as a food is more or less 
dependent upon the way it is taken into the body, or 
how it is vielded up to be digested and absorbed. 

The teeth, the glands, and muscles of the digestive 
tract perform offices which extract the juices, the 
starches, the sugars from fruits and vegetables. The 
cellular fibrous envelope holding these elements ex- 
cites this functioning in a normal way and prevents 
the too rapid yielding up of this cell juice. This is 
Nature’s way for allowing gradual absorption of food 
throughout that long digestive tract. The fiber of the 
cane and beet may be a little too tough and unwieldy 
for the digestive apparatus of civilized man. We has 
developed an industry for artificially extracting sugar. 
He has found this commercially profitable and has 
secured a product more “portable’—performed, in 
effect. a seemingly economic service. “Trade” has 
been interested in having sugar accepted as a food 
end perhans unwittingly it has heen. The race has 
heen coaxed and educated to its use and a taste and 


craving for it have developed. Little, if any, general 
thought has ever been given to the limitation of its 
use in ordinary diet. A study of the consumption of 
sugar (refined) three years ago, shows that the 
United States and England used per capita nearly 
twice as much as France and Germany and six or 
eight times as much as Italy and Spain. The latter 
countries can, of course, get sugar in fruits in the 
natural way. 

If oils must be carefully gauged when used as fuel, 
why should not foods be likewise? Nature has stored 
this precious fuel in innumerable small chambers 
from which it is slowly and carefully extracted by 
muscular and glandular processes ,of the mouth, 
stomach and intestine, and these processes are only 
partly subject to conscious effort. The delicate 
membranous linings of these parts were hardly in- 
tended for receiving directly such quantities of sugars 
and sirups as candy, sweet coffee and rich cakes throw 
on to them. Such abuse has its large place in develop- 
ing chronic troubles all the way from adenoids to con- 
stipation. Acute irritation of the throat may easily 
be experienced by comparing how the throat feels 
after eating a natural food at one time with that 
after taking artificial extract at another. Other con- 
ditions being normal, when one eats an apple at bed- 
time, the throat in the morning will feel cleaner and 
less dry than if candy or sugar has been eaten. 

Now, since greed and lust have precipitated war. 
and hate and jealousy flow so as to produce national 
adenoids here and industrial constipation there, it is 
well to consider seriously where artifice defeats the 
wholesome ends of life. Self-sacrifice is noble, but 
enforced denial of the sweets may help us to appre- 
ciate our native powers for digestion and assimilation 
of what is meat and drink to life, material and 

Paut W. Gorpssvry, M.D. 


RECENT DEATHS. 

Dr. D. Kincssury of Needham died sud- 
denly while attending to his medical practice in that 
town. Dr. Kingsbury was seventy-five years of age 
and had practised in Needham for nearly fifty years. 
He was born at Oak Hill, Newton, and was a gradu- 
ate of Amherst College. Dr. Kingsbury was also a 
veteran of the Civil War. He leaves a widow and 
one daughter. 

Dr. Everett J. McKnicut of Hartford, Conn., at 
one time president of the Connecticut Medical Society. 
died at his home on December 25. His death was 
hastened by overwork in connection with the draft 
registration. Dr. McKnight was born in Illington in 
1855, and graduated from Yale in 1876, 

SOCIETY NOTICES. 

COMBINED MEETING BOSTON MEDICAL LIBRARY AND 
SvuFFOLK Districr Mepicant Socrery.—A meeting will 
be held at the Boston Medical Library on Wednesday 
evening January 16th, at &. 15 o’clock. 

Dr. Alonzo Taylor, of Washington, D.C., will speak 
on some aspect of food values. Dr. Taylor has been 
in Germany since the war, working in the prison 
camps. The exact title of his address will be an- 
nounced later. GILBERT SMITH, 

Sec’y, Suffolk Dist. Med. Soc. 


Worcester District MeEpicat Socrety.—Regular 
meeting, Wednesday, Jan. 9, 1918, at 4.15 p.m., in 
G. A, R. Hall, 55 Pearl Street, Worcester. 

Continuing the subject of “Child Welfare as a War 
Measure,” address by Dr. Robert L. De Normandie, 
Assistant Obstetrician at Boston Lying-in Hospital, 
and Assistant in Obstetrics, Harvard Medical School, 
on “Pre-Natal Care,” with particular reference to 
organization of such work in large communities. 

Dr. De Normandie has recently returned from Hali- 
fax and will also tell us something of the disaster 
and the relief work, illustrating by photographs or 
lantern-slides as he is able. 
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